< 














ARIZONA STATE MEDICAL ASSOCIATION 
EL PASO COUNTY (TEXAS) MEDICAL SOCIETY 


VOL. XXIII 





Southwestern Medicine 


OFFICIAL ORGAN OF 


EL PASO, TEXAS, JULY, 1939 






NEW MEXICO MEDICAL SOCIETY 
THE SOUTHWESTERN MEDICAL ASSOCIATION 


No. 7 








Potassium in Allergy 


BENSON BLOOM, M.D., and SAMUEL J. GRAUMAN, M.D. 
Tucson, Arizona 


N A previous report’ it was shown that potassium 
chloride and some other potassium salts relieve, 
in many instances, the symptoms of the common 
allergic disorders, with the exception of chronic 
asthma. The effectiveness of small doses of potas- 
sium salts was so striking that it led to the belief 
that the potassium ion is intimately related to the 
problem of allergy, and the suspicion was raised 
that in allergy we may be dealing with some defect 
of potassium utilization. 

Rusk and Kenamore,’ who were the first to use 
potassium chloride in an allergic state, reported 
six cases of urticaria successfully treated. They 
suggested the importance of the relationship of 
potassium and of adrenal cortex to allergy. Sub- 
sequently, A E. Cohen’ reported eight cases of urti- 
caria which did not respond to potassium chloride. 
These are, so far, the only clinical reports of the 
effect of potassium in allergy, and altogether rep- 
resent a very small number of cases. Since our 
previous report we have had many informal com- 
munications which, in spite of wide variations of 
opinion, allow us to express the conviction that 
potassium will prove to be a valuable adjunct in 
the treatment of many allergic disorders. The re- 
sults in hay fever are particularly gratifying, those 
in migraine poor, and the other allergic disturb- 
ances respond with varying degrees of success. The 
present report includes more cases and is made 
particularly to stress two facts: one, that un- 
toward effects may occur in asthma, and, two, 
that in hay fever larger doses than we originally 
thought are sometimes necessary. 

RESULTS 
Hay Fever— 

In the 1938 series studied during the Tucson fall 
hay fever season, there were twenty-three cases of 
simple hay fever and six of pollen asthma. All of 
these showed some definite response, which in 
most instances was quite satisfactory. So far in 
1939, we have observed thirty-two cases of polleno- 
sis, due mainly to cottonwood, rabbit bush, or ber- 
muda grass. Three cases of these were of pollen 
asthma, with two complete failures and only a fair 
response in the other case. Of the simple hay 
fever cases fourteen gave an excellent response, 
eight a good response, three a fair response, and 
in four cases no effect at all was produced. Of 
these four failures one was in the case of a rather 
uncooperative patient; the other three received 


maximum doses of thirty grains a day, which we 
later decided might not be adequate for some pa- 
tients. Three patients with exceptionally severe 
hay fever gave no response for about three days 
with doses up to thirty grains in twenty-four hours. 
These cases would ordinarily have been called fail- 
ures and the medicine would have been discon- 
tinued. We found, however, that by increasing the 
dosage to ten grains five times a day very satis- 
factory relief was obtained. 

Judging from our sixty-one cases, it would seem 
that the great majority of hay fever sufferers can 
get adequate relief from potassium. Until this 
problem is more thoroughly studied, we urge that 
this treatment be carefully supervised, both to 
avoid the possibility of a serious asthmatic state 
and to evaluate results properly. This treatment 
must as yet be considered only as an adjunct to 
desensitization treatment. 


Chronic Sinusitis— 

In twenty patients who had what we think is an 
allergic type of nasal membrane disease, thirteen 
were favorably affected by the administration of 
potassium chloride; in the other seven no effect 
was observed. All of these patients had chronic 
nasal discharge, in some associated with pain. Un- 
doubtedly, our criteria for deciding that these cases 
were allergic are very poor. In each of them there 
was some definite evidence that we were dealing 
with an allergic individual, such as history of hives, 
etc. We could not demonstrate increase of eosino- 
philes in the nasal secretions, nor are we able to 
decide definitely whether or not a nasal membrane 
is allergic from its appearance alone. In speaking 
of these cases as being “allergic sinusitis” we feel 
that we are using a poor terminology, but know of 
no simple one that adequately describes them. 
Perhaps these cases would be called allergic rhini- 
tis by most otolaryngologists. However, most of 
them had been treated for many months as cases 
of chronic sinusitis. We were surprised to find 
that many nose and throat physicians believe that 
approximately 50% of all chronic nasal disturb- 
ances are associated with allergy; if this is true, 
it is conceivable that many cases of infectious 
sinusitis are primarily cases of allergic nasal dis- 
ease, with secondary infections started by swell- 
ing and blockage. 

It is our belief, based on reports from others, 
that our results are possibly too good in terms of 
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percentage of cases relieved. These twenty cases 
are the only ones we have adequately studied, and 
it is apparent, from these that an appreciable per- 
centage of patients suffering with allergic sinusitis 
should get some relief. We are unable, ourselves, 
to differentiate clearly between the many different 
types of nasal disease. described as allergic rhini- 
tis, hyperesthetic rhinitis, vasomotor rhinitis, 
atrophic rhinitis, hypertrophic rhinitis, etc. Fur~ 
thermore, we cannot at present predict the cases 
in which potassium chloride will be effective. 


CASE REPORTS 

The following brief case resumes represent our 
best results: 

Case 1. Female, aged 29 years. Three years 
before she had developed acute severe sinusitis in 
California during a heavy “smudging” season. Bi- 
lateral otitis media followed. The patient con- 
tinued for three years to have more or less regular 
nose and throat treatment for her sinusitis, which 
was manifested by chronic nasal discharge and 
some mild frontal pain. Removal to Tucson pro- 
duced perhaps 25% benefit. The patient came in 
for a general check-up examination, and the po- 
tassium chloride was given more as an experiment 
than with any real hope of affecting the sinusitis. 
Within a week this patient was almost entirely free 
of nasal symptoms and this improvement has con- 
tinued since. She takes the potassium chloride as 
needed, and may go as long as a week without the 
necessity for taking any. This patient has re- 
turned to the Pacific Coast, and when last heard 
from had practically no nasal symptoms. It may 
be noted that this woman, who had always suf- 
fered intensely from menstrual pain, often requir- 
ing one dose of morphine, has menstruated per- 
fectly normally since she first received potassium 
chloride four months ago. This possible relation- 
ship requires further study. We had not suspected 
allergy in this individual, but after obtaining such 
a satisfactory result, we performed skin tests and 
found many positive reactions. 

Case 2. Female, aged 35 years. For the past 
five years this patient had had “colds” and “sinu- 
sitis’” with antral pain occurring about every three 
weeks from November to May, so that she suf- 
fered practically continuously from sinusitis all 
winter. Following her first winter cold in Novem- 
ber, 1938, she was given potassium chloride to be 
taken whenever her nose seemed to be blocking up, 
and had no more colds during the entire winter. 
This patient, too, who has always had rather se- 
vere dysmenorrhea, noted that during this winter 
her menstrual discomfort was at least 50% less 
than before. Allergy studies were not done in this 
case. She gave a history of having had hives. 

Case 3. Female, aged 36 years. For the past 
five years or more this patient has been a daily 
user of benzedrine, ephedrine drops, etc., for relief 
of chronic sinusitis, which gave frequent antral 
pain, and at times frontal pain severe enough* to 
produce vomiting. Potassium chloride gives this 
patient relief from pain in three minutes. Since 
it was begun she has had no severe attacks, and 
may go for as long as a week at a time without 
having any symptoms. Only on one occasion did 
potassium chloride fail to give its usual striking 
relief; this occurred during a superimposed respir- 
atory infection, during which the potassium chlor- 
ide was only slightly effective. This patient de- 
velops angioneurotic edema from cheese. No skin 
tests were done. 


‘Case 4, Female, aged 39 years. During several 
months of nearby street paving, this patient suf- 
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fered intensely from rhinorrhea, stuffy feeling in 
the head, and some headaches. Her symptoms 
were so severe that she had to sit upright in bed 
all night, and even so obtained very little sleep for 
many weeks. Potassium chloride was started, and 
within three days this patient’s nose was clear and 
she was sleeping through the whole night without 
elevation by pillows. This patient gave a history 
of having hives from certain foods. No skin tests 
were done, but it is likely that this patient had a 
severe case of dust sensitivity, relieved rather dra- 
matically by potassium chloride. 


TABLE I 
Improved Unimproved 
Be SD eiiccenicsatieiintahincnsiteaenicsereunthinnttnninian 4 
Hay fever and pollen asthma —_.. 7 2 
Chronic allergic sinusitis _—...._. 13 


Nasal mucous polyps —......_»___ 
. )_ »_.- = 
Acute urticaria — _ 

Chronic urticaria —.. 
Angioneurotic edema 
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Chronic eczema —.._.... 
IED  sisenininasiatthitenevscetiansese 

[The above table summarizes the cases reported in the sci- 
entific exhibit of the A.M.A. at St. Louis, May 15-19, 1939. 
(Potassium in Hay Fever, by Benson Bloom, C. S. Kibler and 
Ss. J. Grauman)] 


Nasal Mucous Polyps— 

Of seven patients with nasal mucous polyps, a 
definite decrease in the size of the polyps was pro- 
duced in four by potassium chloride. In one of 
these the need for imminent polypectomy has been 
completely obviated. In two other, surgical re- 
moval of polyps was done, even though a definitely 
beneficial effect had been produced by potassium. 
In the other three cases, no effect at all was 
produced. 

Asthma— 

In two cases of status asthmaticus symptoms 
were clearly aggravated by a small dose of potas- 
sium chloride. In three other cases of chronic 
asthma it was apparent that potassium chloride 
increased, rather than relieved, the asthma. In 
two patients only did we feel that potassium chlor- 
ide was of distinct help, while in the remainder 
of our group of 29 cases no appreciable effect was 
produced. In general, therefore, it would seem 
that potassium chloride is of no benefit in most 
cases of chronic asthma, and it is our. tentative 
opinion that it should not be used except in a 
truly experimental manner with close supervision 
and observation. In gq small number of cases of 
pollen asthma we have ourselves observed no un- 
toward reaction. That the problem may be dif- 
ferent in some children, with whom we have had 
no experience, is indicated by reports from two 
pediatricians who tell us that aggravation of pollen 
asthma or the appearance of asthma in children 
with pollen hay fever has taken place. For the 
time being we urge that if potassium chloride is 
used in cases of asthma, great caution be observed. 
Urticaria— 

Seven cases of acute urticaria have responded 
quickly to potassium chloride. In one case there 
was no response. We have only had three cases of 
chronic urticaria two of which responded well, in 
the other case no response at all was obtained. 
This latter patient continues to have more or less 
continuous urticaria. In one patient who develops 
a@ severe urticaria from chocolate, the administra- 
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tion of potassium chloride before the eating of 
chocolate prevents the occurrence of urticaria. 


Angioneurotic Edema— 

In two patients, in each of whom there is a 
clear-cut reaction to such foods as cheese, choco- 
late, tomatoes, etc., we have found that the pre- 
liminary administration of small doses of potas- 
sium chloride eliminates the development of angio- 
neurotic edema. Once the angioneurotic edema 
has developed, however, the relief obtained by po- 
tassium chloride is not striking. 


Eczema— 

In five of a group of nine patients with various 
types of chronic eczema, definite benefit seemed 
to have followed the administration of potassium 
chloride. In the other four, no effect at all was 
produced. All of these cases were apparently ex- 
amples of atopic dermatitis. Our general impres- 
sion is that the chronic, more severe, type of case 
does not respond. 

Migraine— 

In only two cases in a series of eight was mi- 
graine relieved by potassium chloride. Both of 
these seemed to be typical examples of migraine. 
Since the majority of workers agree that migraine 
or “migraine like headaches” are often on an al- 
lergic basis we have included this disease in our 
study. 

DISCUSSION 


In this study it has been shown that the symp- 
toms of various diseases generally considered to be 
allergic respond, in many instances, to the oral 
administration of small doses of potassium salts, 
as is shown in the accompanying table. There are, 
likewise, many instances of failure. On the basis 
of such a small series of cases it is impossible to 
attempt an accurate evaluation of the results. 
From letters and verbal reports from many others 
who have tried this simple therapeutic measure, it 
would seem that our results are, in general, ap- 
proximately correct. Reports vary considerably, 
from complete failure, particularly in urticaria and 
hay fever, to a degree of greater success than we 
have obtained. In this report it is intended only 
to indicate the types of allergic diseases in which 
some response has been obtained in order that oth- 
ers may give this method a much more extensive 
trial. In the previous report’ it was suggested that 
“allergy is predominantly a disturbance of elec- 
trolyte metabolism,” and recent. work tends to con- 
firm the idea that in allergy we are dealing with 
a diffuse disturbance of electrolytes. The paper 
of Stoesser and Cook‘ indicates that in the chronic 
asthma of children, hyperpyrexia, after maintain- 
ing the patient on a low sodium chloride diet, is 
much more effective than hyperpyrexia induced 
while the patient is on a normal diet. These work- 
ers also showed that, in the children studied, the 
administration of potassium chloride aggravated 
the asthma, but that complete clearing of the 
asthma occurred immediately after discontinuance 
of the potassium chloride. Sheldon and Howes’ 
demonstrated that during asthma induced by in- 
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halation of ragweed pollen there was an increased 
excretion of the sodium ion. In the paper to be 
published shortly by Rusk, Weichselbaum and So- 
mogyi,* it is shown that the serum potassium level 
is elevated during urticaria and bronchial asthma 
and that concomitant with the return of the blood 
potassium level to normal, as for example may 
occur following the use of insulin or glucose, or 
both, there is a disappearance of clinical symp- 
toms. These observations lend much support to 
the concept that electrolytes play a fundamental 
role in allergy. It is, of course, impossible at 
present to say whether electrolyte changes are 
secondary to the allergic state or whether it is an 
essential abnormality of electrolyte metabolism 
that permits the allergic state to develop. That the 
latter hypothesis is correct seems likely, particular- 
ly in view of our food sensitivity cases, in which 
the expected allergic reaction can be prevented by 
the preliminary administration of potassium chlor- 
ide. Should this hypothesis become established it 
would then appear that the proteins, about which 
practically all the studies in allergy have centered, 
are significant only as substances which evoke 
symptoms when the underlying electrolyte mech- 
anisms of the body are altered. It is important 
to distinguish between (a) the intricate immune 
mechanisms in the body which come into play 
after the entrance of a protein allergenic sub- 
stance and (b) the alterations of electrolyte bal- 
ance. We suggest, as a working hypothesis, that 
when the electrolyte balance is normal allergic 
manifestations do not appear. From a therapeutic 
point of view each of these two approaches to the 
problem yields some degree of success, and each 
should be considered an adjunct to the other in 
therapy. 

With regard to the contraindications, it is ob- 
vious that potassium should not be used in cases 
of Addison’s Disease. We have also suggested the 
theoretical possibility that potassium might be 
harmful in some cases of disturbed renal or cardiac 
function, and would suggest, tentatively, that al- 
lergic individuals with these complications be not 
treated with potassium. So far we have had no 
actual experiences with these complications. In 
view of a few untoward reactions in asthma we 
feel that potassium should not be generally used 
for chronic asthma, particularly so for status asth- 
maticus. In pollen asthma of adults we recom- 
mend its use but advise caution. In the treatment 
of pollenosis of children we recommend even great- 
er care until further studies have been made. With 
regard to the side-effects, the occasional occur- 
rence of mild diuresis, rare diarrhea, and slight 
rhinorrhea must be mentioned. Ordinarily these 
are not at all troublesome. Gastro-intestinal pain 
is readily avoided by administering potassium 
chloride in qa dilute aqueous solution, e. g., 10 
grains in a glass of water. 

The dosage varies considerably. In some of the 
severe hay fever patients we have found it neces- 
sary to give 10 grains six times a day. Some of the 
sinusitis cases require only 5 grains three times a 
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day. In other instances such as simple food sen- 
sitivity, a single 5-grain dose may be all that is 
necessary. The maximum we have given has been 
80 grains a day. Although other potassium sales, 
such as potassium bicarbonate, have been used, 
with apparently similar results; most of these 
cases have been treated with the chloride of po- 
tassium. ue have not used potassium iodide in 
these studies (except in a few of the chronic asth- 
ma cases). 
COMMENT 

In this paper the clinical results obtained by 
this new and simple method for the treatment of 
various allergic conditions are presented. This 
represents a departure from the usual types of ap- 
proach to the problems of allergy. The results so 
far are encouraging and support the belief that 
further studies in this direction will lead to a more 
satisfactory answer to the numerous problems in- 
volved. Should this hypothesis, that allergy is 
predominantly a disturbance of electrolyte metab- 
olism, be established it would then seem reason- 
able in view of our increasing knowledge of the 
relationship between electrolytes and the endo- 
crines, that an endocrine basis for allergy might be 
determined. Somewhere in this complex relation- 
ship between proteins, electrolytes and endocrines 
there must also be considered the role played by 
the vegetative nervous system. 


SOUTHWESTERN MEDICINE 


July, 1939 


SUMMARY 

(1) In the diseases commonly considered to be 
allergic, favorable responses have been obtained, 
in many instances, by a new and simple thera- 
peutic measure, the oral administration of potas- 
sium chloride. 

(2) The best results have been obtained in the 
simple acute allergic diseases. 

(3) In chronic asthma this treatment has so 
far been practically valueless. 

(4) The side-effects and contraindications in 
this type of therapy are discussed. 

(5) A new concept of allergy, i. e., that allergy 
results from a faulty metabolism of electrolytes, is 
presented. 


123 S. Stone Ave. 
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Treatment of Scoliosis with Bone Traction 


FRANK GOODWIN,* M.D. 
El Paso, Texas 
and 
D. K. BARNES**, M.D., 
Hot Springs, New Mexico 


NE year ago we presented a preliminary report 

at the New Mexico State Medical Meeting on 
“Bone Traction for the Treatment of Scoliosis.” 
The two cases reported at that time were interest- 
ing from the standpoint of mechanics and in pro- 
viding another adventure into the field of bone 
traction. One patient, sixteen years of age, received 
the treatment outlined by us. The curvature in this 
particular case was very mild. This patient showed 
good results from this method of bone traction. 
There was no pain during traction, no neurologi- 
cal symptoms developed. The second case reported 
was a patient ten years of age, and further study 
of this case leads us to the conclusion that this 
method is not adaptable to one as young as ten 
years of age because there is not sufficient ossifica- 
tion of the spinous processes to permit the needed 
traction. The scoliosis, however, was less after the 
application of traction. There was no increase in 
rotation, the patient experienced no pain from the 
wires and no neurological symptoms developed dur- 


Read before 57th Session, New Mexico Medical Society, Gallup, 
May 11-12-13, 1939. 

*Chief Surgeon, Carrie Tingley Hospital, Hot Springs, N. M. 
**Resident in Orthopedics, Carrie Tingley Hospital, Hot Springs, 
N. M. 


ing traction. Having gained this little experience 
with bone traction on mild cases it was thought 
that it would be safe to apply the method to more 
severe cases of scoliosis in an attempt to determine 
its value, if any. Consequently, cases were selected 
for correction which were in the age group of about 
fourteen years of age, and which had rather se- 
vere deformities of the spine. 
GENERAL CONSIDERATIONS 

Scoliosis is a curvature to the side of the spine 
which, in reality, is a rotating lateral curvature. As 
to etiology, the causes of scoliosis are many and 
varied, beginning with congenital anomalies of the 
vertebrae and nutritional, fdiopathic, postural, and 
post-poliomyelitic disturbances. Those scolioses re- 
sulting from infantile paralysis are by far in the 
greatest majority at the Carrie Tingley Hospital, 
all the operated cases to date having been post- 
poliomyelitic. In certain other clinics the idio- 
pathic scoliosis seemed to be the most common. 

Scoliosis due to pcliomyelitis usually results from 
the loss of musculature on one or both sides and, 
consequently, there may be an unopposed muscle 
pull on one side, or no supporting musculature at 
all. Following paralysis of the muscles of the back 
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the vertebrae soon begin to change their original 
position until the growth of the vertebral bodies 
ceases. As they rotate and assume a different po- 
sition the stress and strain on the vertebrae is like- 
wise changed. This, if neglected, results in definite 
bony changes; that is, wedging of bodies, changes 
in the vertebral canal and marked effect on the 
articulating facets. So it is important to see these 
cases early. As the scoliosis progresses many other 
changes take place. If the dorsal region is involved 
the chest cage may be altered in shape. The position 
of the great vessels and heart may also be altered, 
giving rise to certain cardiac symptoms. If the 
lower dorsal and lumbar regions are involved, cer- 
tain displacements and changes are bound to occur 
in the abdomen. If the deformity decomes suf- 
ficiently great there may be sensory changes in the 
area of the greatest concavity. 

The symptoms are varied; such as pain, which 
may precede or follow deformity; weakness; fa- 
tigue; awkwardness; and in extreme cases patients 
may fall easily, due to postural imbalance, and 
there may be respiratory, cardiac or neurological 
symptoms. 

The diagnosis is easily made by physical examin- 
ation and roentgenography. 


PRESENT TECHNIQUE 

Since our preliminary report we have changed 
our technique slightly. The present routine is as 
follows: The usual physical examination and his- 
tory are obtained. The patient is sent to the physi- 
otherapy department for complete muscle test, and 
measuring of the height in the sitting and stand- 
ing positions. The patient is x-rayed in the stand- 
ing position. He is also x-rayed in the seated posi- 
tion with the buttock elevated on the side of the 
lumbar convexity. This enables us to ascertain 
how much correction the patient can maintain with 
the remaining muscle power. These data indicate 
how far the surgical fusion should be extended 
downward. The extent of the fusion upward is de- 
termined after the wedging with the plaster has 
been completed. The primary curvature is then 
identified. The patient is sent to the physiotherapy 
department for suspension by the head and shoul- 
ders until he is able to suspend a sufficient length 
of time to have a body wedging cast applied. The 
arm on the side of the concavity is abducted and 
incorporated with the body plaster. With the arm 
included in the cast in this manner there is less 
irritation to the skin in the axilla from the edge 
of the cast than in any other method we know. The 
thigh on the opposite side is usually incorporated in 
the body plaster. During its application an anterior 
and posterior hinge are incorporated in the body 
cast. The hinges are placed opposite the point of 
greatest curvature of the deformity. When the cast 
has hardened it is cut around the body at the level 
of the movable portion of the hinges. A turnbuckle 
is placed on the side of the concavity. The wedging 
now begins and is continued until all correction 
possible is obtained. Some patients have required 
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many wedging casts. Others have required only 
one.- When it is felt that the cast will no longer 
correct the curvature more plaster is applied, so 
that the correction is maintained. At this time a 
special apparatus is incorporated in the plaster on 
the side of the convexity, which we call a “pusher.” 
A large window is now made over the vertebrae to 
be operated and fused. It is important to identify 
the vertebrae during surgery, because it is very nec- 
essary that only the vertebrae making up the pri- 
mary curvature be fused. Consequently, a spinous 
process is located and a line of gentian violet is 
made across this spinous process. A wire is then 
placed over the gential violet line and a roentgeno- 
gram is made. In this manner the vertebrae may 
be identified after exposure during surgery. The 
usual Hibbs fusion is carried out. Not more than 
six vertebrae are fused at a time. In this way the 
least amount of shock is experienced by the patient. 
In most cases it has been necessary to remove addi- 
tional bone for grafts from the tibia. The spinous 
processes of the three vertebrae making up the apex 
of the curvature are not used for bone chips. It is 
to these three spinous processes that we attach the 
wires. A groove is made about their bases. An an- 
eurism needle is passed through the skin and mus- 
culature on the side of the back in the posterior 
axillary line. The needle is forced toward the inci- 
sion. The two ends of twenty gauge, pliable, stain- 
less steel wire are threaded into the needle and 
pulled through the soft tissues. This wire is plant- 
ed in the groove around the spinous process. The 
wire is now pulled through the soft tissues and 
skin and continued through drill holes on the side 
of the plaster of Paris cast. The wires are attached 
to a special apparatus which will cause traction 
when the wires are twisted. The incision is now 
closed in the usual manner. The wires are tight- 
ened daily until correction has been completed or 
until such time that it is felt that traction should 
be discontinued. We feel that all correction pos- 
sible should be obtained within the first three weeks 
after surgery. After three weeks the grafts will be- 
gin to solidify. When all possible correction is ob- 
tained the wires are no longer tightened but are 
permitted to remain in place until bony ankylosis 
occurs. As soon as the patient’s condition will per- 
mit, the remaining vertebrae making up the pri- 
mary curvature are also fused. The patient remains 
in plaster three months after the last operation 
and is then supported with corsets for an addi- 
tional twelve months. 


CASE REPORTS 

To date six cases have been operated. We here- 
with report the last four cases: 

Case I.—R. T., White male. At the age of twelve 
years admitted to the Carrie Tingley Hospital with 
severe left dorso-lumbar curvature. The apex of 
the curvature is the first lumbar vertebra. (Figures 
4, 5, 6.) The angle of the deformity was 54 de- 
grees. After thorough study it was decided that 
spinal fusion offered the best treatment. The pa- 
tient was suspended daily by the head and arms 
until he could stay in the suspended position long 





SOUTHWESTERN MEDICINE July, 1939 


Fig. 4. R. T. 
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enough for the application of a body wedging cast. 
The primary curvature extended from the eighth 
dorsal to the fifth lumbar vertebra. On October 31, 
1938 a wedging body plaster cast was applied. The 
right arm and left thigh were incorporated in the 
cast. An anterior and posterior hinge were placed 
in the plaster at the apex of the curvature. The 
cast was cut through and a turnbuckle applied, so 
as to wedge the plaster. Daily wedgings finally 
showed good correction, but not entirely sufficient. 
The patient was then prepared for surgery. Decem- 
ber 8, 1938 the first fusion was done, extending 
from the twelfth dorsal vertebra down to and in- 
cluding the fourth lumbar vertebra. The wires were 
placed around the spinous process of the twelfth 
dorsal vertebra and the first and second lumbar 
vertebrae. These wires were tightened often and 
results checked following traction. Nine weeks lat- 
er the second fusion was done. This included the 
ninth, tenth and eleventh dorsal vertebrae. The 
end results are as follows: 

Angle of deformity—54 degrees. 

Correction—50 degrees. 

Percentage of correction—91%. 


Case II.—L. C. White female, age twenty years. 
Entered the Carrie Tingley Hospital with a diagno- 
sis of post-poliomyelitic scoliosis in the dorso- 
lumbar region. The convexity was to the left. 
The apex of the scoliosis was in the region of the 
second lumbar vertebra. (Figures 1, 2, 3.) The 
primary curvature extended from the eighth dorsal 
vertebrae to and including the fourth lumbar verte- 
bra. The angle of the deformity was 53 degrees. 
The patient was suspended daily and a body cast 
applied. Because of dissatisfaction with the results 
obtained the patient was continually wedged and 
a total of four body casts applied. Roentgenograms 
at this time shewed fair results. The patient was 
prepared for surgery and a “pusher” was then in- 
corporated in the plaster of Paris cast. A modi- 
fied Hibbs fusion was done January 5, 1939, includ- 
ing the eleventh and twelfth dorsal] vertebrae and 
the first, second, third and fourth lumbar verte- 
brae. Wires were attached to the spinous process- 
es of the tenth, eleventh and twelfth dorsal verte- 
brae. Traction was applied daily. On January 31, 
1939, roentgenograms showed almost complete cor- 
rection of the scoliosis. Eight weeks later the 
eighth, ninth, tenth and eleventh dorsal vertebrae 
were fused. The difficulty in correcting this pa- 
tient’s curvature with casts was attributed to her 
age and the fact that she had an apparently fixed 
vertebral column. The end results are as follows: 


Angle of deformity—53 degrees 
Correction—less than 4 degrees 
Total correction—about 93% 

Case III—M.S.V. Female patient, age eighteen 
years. She entered the Carrie Tingley Hospital 
with the history of never having walked because of 
residual poliomyelitis. The patient had a severe 
dorso-lumbar curvature. (Figures 7, 8, 9.) The 
primary curvature extended from the tenth dorsal 
vertebra to and including the fifth lumbar vertebra. 





Pig. 1—L. C. On admission to the hospital. 

Fig. 2—L. C. After wedging plaster and pushing apparatus 
were applied. Note correction is not complete. 

Fig. 3—L. C. Almost complete correction after bone trac- 
tion and spinal fusion. 

Fig. 4.—R. T. Shows rather severe dorso-lumbar curvature 
on admission to the hospital. 

Fig. 5—R. T. After wedging cast and pusher were applied. 
Note curvature not completely corrected. 

Fig. 6—R. T. Shows curvature almost completely corrected. 
The curvature existing above is the result of the position in 
the cast, and is not part of the original curvature. 

Fig. 7.—M. V. Shows severe dorso-lumbar curvature on ad- 
mission to the hospital. 

Pig. 8—M. V. Shows curvature after wedging plaster and 
pusher were applied. Note curvature not completely corrected. 

Pig. 9.—M. V. Shows curvature almost completely corrected. 
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The apex was in the region of the third lumbar 
vertebra. The angle of the deformity was 60 de- 
grees. The patient was suspended by the head and 
arms until she was able to have a body plaster ap- 
plied in the manner described above. A second body 
plaster was required before good correction of the 
curvature was obtained. On December 8, 1938 the 
patient was prepared for surgery and a Hibbs fusion 
was done, supplemented by bone chips from the 
tibia. Wires were placed around the spinous pro- 
cesses of the twelfth dorsal vertebra and the first 
and second lumbar vertebrae. A second fusion was 
done March 2, 1939, which included the tenth, elev- 
enth and twelfth dorsal vertebrae. Three weeks 
from the date of surgery x-rays showed almost 
complete correction of the dorso-lumbar scoliosis, 
and results are as follows: 


Angle of deformity—60 degrees 
Correction to 8 degrees 
Total correction—89 plus 


Case IV.—I. S. Female patient, age twenty. She 
entered the Carrie Tingley Hospital with a diagno- 
sis of post-poliomyelitis scoliosis in the dorso-lum- 
bar region, with the convexity to the right. The pri- 
mary curve extended from the fifth dorsal vertebra 
to include the fourth lumbar vertebra. The angle 
of deformity is approximately 115 degrees. The pa- 
tient was suspended daily by the head and shoul- 
ders and a body plaster cast applied as described. 
Because of the patient’s extreme curvature and 
kyphosis, the wedging was very slow. The patient 
was wedged daily for four months and when no 
more correction could be obtained with plaster, the 
patient was prepared for surgery and a pusher was 
incorporated in the cast. A modified Hibbs fusion 
was done on April 13, 1939, including the seventh 
dorsal vertebra to the first lumbar vertebra. Wires 
were attached to the spines of the ninth, tenth, and 
eleventh dorsal vertebra. Daily traction finally 
showed a correction of the deformity to approxi- 
mately 45 degrees. The continuation of the fusion 
has not been carried out. 


Angle of deformity—115 degrees 
Correction—45 degrees 
Total correction—71% 

Due to this patient’s age and extreme deformity, 
this correction is very good since the usual proce- 
dure is to fuse the patient when all correction with 
plaster casts has been gained which in this case 
was to 93 degrees. With bone traction more than 
50% of the deformity was corrected. To date none 
of the four cases reported have had the casts re- 
moved, but since the primary curves have been sol- 
idly fused, the final outcome should be gratifying. 
Many orthopedists feel that up to 50% correction 
is excellent, especially in the severe scoliotics, and 
here are three cases which give almost complete 
correction. The usual loss of ten to twenty degrees 
that occurs after permitting patients to be up and 
about is thought to be due to the bone not being 
mature. This may also be the result of not com- 
pletely correcting the curvature; consequently, it 
would seem possible that the loss may not be so 
great as in those cases not completely corrected. 


There has been some discussion as to the possi- 
bility of increasing the rotation by applying bone 
traction to the spinous processes. As seen in these 
cases, the rotation did not increase. In reality, de- 
creased it, as demonstrated in the illustrations 
shown. 
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Fig. 10.—I. S. Shows condition of spine on admission to the 
hospital. 

Fig. 11—I. S. Shows spine after all correction possible with 
usual wedging apparatus. 

Fig. 12.—I. 8S. Shows spine after bone traction. 

Fig. 13.—Shows patient in ssupension before application of 
wedging jacket. 

Fig. 14.—Anterior view of plaster immediately after its ap- 
plication. 

Fig. 15.—Shows posterior view immediately after application 
of plaster. 

Fig. 16.—Shows patient in wedging cast after surgery has 
been completed. Wires still applied. Note the pushing ap- 
Paratus in place. 

Pig. 17.—Same as Fig. 13. During wedging procedure. 

Fig. 18.—Shows that the patient’s body is pulled from the 
side of the cast on the side of the convexity about 2% inches 
in two days, pusher in place. As the pusher is screwed in, the 
space between the skin and the cast is obliterated, preventing 
the patient from being suspended in the cast by the wires. 





COMMENT 
As is seen by the above cases, the results are ex- 
tremely promising. 
SUMMARY 
A total of six cases of scoliosis have been treated 
with bone traction. Apparently the ideal age for 
this type of treatment in curvature of the spine is 
about fourteen years. Bone traction does not in- 
crease rotation and the patient does not experience 
any discomfort during the use of this treatment. 
All cases receiving this type of traction in the treat- 
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ment of scoliosis have been improved after the 
wedging jacket has exerted its maximum effect. 
The routine followed for treatment of scoliosis is 
reviewed. Not only has traction on the spinous pro- 
cesses not increased rotation, but has corrected a 
part of the already existing rotation of the bodies 
of the vertebrae. 


First National Bank Bldg. 
Carrie Tingley Hospital. 
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Recent Advances in Therapy of Pneumonia* 


FREDERICK KELLOGG, M. D. 
Long Beach, California 


HIS discussion will emphasize first, results of 

the treatment of the higher types of pneumo- 
coccus pneumonia with specific serum, and second, 
the effect of sulfapvyridine on all types of pneumo- 
coccus pneumonia. Before considering these, brief 
mention should be made of important features in 
the routine treatment of pneumonia as carried out 
at the Los Angeles County Hospital. The diet 
should be high in caloric value and contain a sup- 
plement of Vitamin C. Approximately 3000 c.c. of 
fluid are needed daily and an adequate intake of 
salt should be provided, since with pneumonia there 
is a loss of chloride and damage to the adrenal 
glands which control salt and water metabolism. 
At the County Hospital 6 grams of salt daily are 
routinely prescribed in tablet form. Since this has 
been done the incidence of distention as a compli- 
cation has been markedly lessened. Oxygen is rou- 
tinely administered in the presence of a respiratory 
rate over 36, a pulse rate over 120, cyanosis or dis- 
tention. It is important to give oxygen continuous- 
ly, if given at all. If used intermittently it is sim- 
ilar to moving the patient down from a high alti- 
tude to sea level for a few hours and then returning 
him again. The adaptation which the patient must 
make, while undergoing these changes, is obviously 
harmful rather than helpful. We have found that 
a convenient and economical way of administering 
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*From the Pneumonia Service, Los Angeles County Hospital, 
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oxygen is through the Lombard face mask. Such 
a mask will raise the percentage of oxygen in alveo- 
lar air to 40% if oxygen is given at a rate of 6 liters 
per minute. The rate should be regulated so that 
the patient is comfortable and relieved of cyanosis 
if possible. Pleurisy is treated with strapping, and 
if severe with codeine, never morphine. Saline ex- 
pectorants are routinely provided to keep the cough 
loose. Distention is treated with Prostigmine and 
hypertonic saline. Pulmonary edema may some- 
times be overcome with hypertonic glucose or suc- 
rose. Digitalis is never used routinely but only for 
congestive failure. If auricular fibrillation devel- 
ops quinidine is the drug of choice. 
SERUM THERAPY 

It was demonstrated first by Cole in 1913 that 
specific serum was effective against type I. pneumo- 
coccus infection. With the subsequent use of more 
concentrated serum in 1924, as developed by Felton, 
these results were confirmed, and it is now general- 
ly accepted that specific serum is effective against 
both pneumococcus types I. and II. A study of large 
series in Boston and New York definitely shows a 
reduction in mortality from 25% or 30% to 10% in 
type I. infection, and from 45% to 25% in type II. 
infection. Since 1936, when Horsfall and Goodner 
introduced the use of rabbit serum, it has become 
practicable to use specific serum in the higher types 
of pneumonia and there is growing evidence that 
serum is as equally effective in the higher types as 
in types I. and II. The past year we have had sera 
available for practically every type. It should be 
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noted that this series includes all cases of pneumo- 
coccus pneumonia and is not limited to patients 
showing lobar consolidation. We feel it is more im- 
portant to classify and treat pneumonia according 
to its etiology than according to distribution of the 
consolidation. At present it is impossible to ascer- 
tain the relative effectiveness of serum of a partic- 
ular type in our series because the number of any 
one particular type is statistically too small. How- 
ever, if all the higher types are grouped together, 
the results are encouraging. 

Table 1. shows the general results of therapy the 
first part of this year. You will note that only five 
of one hundred and fifteen patients were untyped. 
This represents close cooperation of the nursing 
service and laboratory. All patients showing types 
I. and II. (twenty-four of which were type I.) re- 
ceived serum with three deaths or a mortality of 
10%. This compares favorably with results in New 
York and Boston. Of 80 patients showing higher 
types 56 received serum with 9 deaths or 14% mor- 
tality. This also compares favorably with results 
obtained by Bullowa, who finds a mortality of 8% 
in a series of 257 patients receiving adequate serum 
therapy as contrasted with a 24% mortality in an 
untreated group. Twenty-four patients, 9 of whom 
died, (giving a mortality of 38%) did not receive 
serum. These cannot be used as a control group 
for reasons which will be brought out later. An idea 
of the untreated mortality can be gained from sta- 
tistics of previous years which show a rate varying 
from 20 to 30%. Thus last year the mortality in 
cases treated with serum was 15% while that of the 
untreated cases was 22%. 

Table 2. shows the distribution of the higher 
types of pneumococcus pneumonija. The incidence 
of bacteremia as shown represents only an initial 
culture. The true incidence can be obtained only 
by daily cultures on the very sick. It will be noted 
that except for type I., type VII. is the most fre- 
quent cause of pneumococcus pneumonia in Los 
Angeles. This is in contrast to statistics in the east 
where in New York City type VII. ranks sixth ac- 
cording to Bullowa. We have made this same ob- 
servation in previous years. 

Table 3. shows the value of early serum therapy. 
Thus of 31 patients treated on or before the 5th 
day of the disease only two deaths occurred giving 
a mortality rate of 6%. 

Table 4. summarizes the patients not receiving 
serum. This group for obvious reasons does not 
represent a control. 

Table 5. presents an analysis of the nine deaths 
of patients treated with serum. Most of these oc- 
curred in the older age group and in only three was 
serum begun before the fifth day of illness. One 
patient should probably be excluded as he died of 
coronary occlusion after clinical recovery from 
pneumonia. 

In addition to this effect on mortality, specific 
serum also has a definite clinical effect which can 
be seen repeatedly in case after case. Thus, patients 
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treated with specific serum show less tendency to 
blood invasion, and less tendency toward extension 
of the pneumonia. Also, soon after serum is given, 
the patient feels much improved, and a dramatic 
decrease in fever, pulse rate, and respiratory rate 
occurs. Some occasionally show a secondary rise 
of fever which is usually less than the original level, 
but the disease then runs a milder course even 
though no further serum is given. Consequently we 
feel that it is advisable for every patient with pneu- 
mococcus pneumonia to receive specific serum. 
Often the patient may have a relatively mild dis- 
ease for several days, only to have more severe man- 
ifestations later. If serum is withheld until such 
complications appear it is no longer as effective as 
if employed early, and furthermore much larger 
doses of sera are necessary when it is begun late in 
the disease. Successful serum therapy entails close 
attention to a number of important details. In the 
first place lobar pneumonia must be considered as 
a medical emergency and every effort made to early 
ascertain the specific organism which is respons- 
ible for the infection. Immediately on entry to the 
hospital sputum is sent to the laboratory for typing 
by the Neufeld reaction, and a blood culture is tak- 
en. If no sputum is available material is obtained 
for typing from the larynx. Sputum and material 
from the larynx are always rechecked to insure ac- 
curacy. This is important because certain pneumo- 
cocci, namely: types III, IV, VI, X and XVIII may 
be found inhabiting the upper. respiratory tract 
quite often when they are not responsible for the 
clinical condition. If no organisms can be obtained 
from the sputum or larynx, lung suction or punc- 
ture is resorted to in patients with clear-cut con- 
solidation. A spinal puncture needle is introduced 
under local anesthesia over the area of consolida- 
tion and a small amount of lung juice aspirated and 
cultured. By these means we are successfully able 
to type 96% of our patients. Because time is so im- 
portant in serum therapy all efforts should be made 
to type patients as quickly as possible. After this 
is done serum therapy is promptly begun if the ap- 
propriate sensitivity tests are negative. If is im- 
portant to use adequate amounts of serum during 
the first 24 hours of treatment. Usually 100,000 
units are sufficient in early uncomplicated cases. 
In patients treated after the third day, or with 
more than one lobe involved, or with bacteremia, 
or over 50 years of age, at least 200,000 units are 
usually necessary. Serum is usually administered 
and given intravenously as follows: 10,000 units 
followed at 2 to 4 hour intervals by 40,000 unit 
doses until the temperature and pulse fall to nor- 
mal. We have not found agglutination tests of the 
blood to be of much clinical value in deciding if 
adequate amounts of serum have been given. Fail- 
ure of a patient to respond calls for complete bac- 
teriologic restudy. This past year most of our pa- 
tients have received rabbit serum instead of horse 
serum. This can be prepared more rapidly than 
horse serum and can be made more concentrated. 
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Occasionally thermal reactions occur with its use 
but these may be often prevented by the adminis- 
tration of 15 grs. of acetylsalicylic acid before giv- 
ing the serum. Ordinarily fewer reactions are ex- 
perienced if the serum is given undiluted. In sen- 
sitive individuals we have been able to administer 
serum without reaction by first giving '% c.c. 1-1000 
epinephrine, following it in six minutes by the ad- 
ministration of serum diluted in saline. 

Summary of Serum Therapy: In summary then 
success in treatment of pneumococcus pneumonia 
with serum depends first on early etiological diag- 
nosis and second on the administration of adequate 
amounts of specific serum especially during the first 
24 hours of treatment. 

SULFAPYRIDINE. 

You are doubtless interested in sulfapyridine, the 
sulfanilamide derivative, which only recently has 
been made commercially available and has been 
commented on favorably both in England and the 
United States. Sulfapyridine was introduced in 
England under the trade name of M and B 693. 
Experimentally and clinically it has been found ef- 
fective in infections with pneumococcus, hemolytic 
streptococcus, meningococcus, staphylococcus, and 
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Friedlander’s bacillus. Several favorable reports 
have appeared in the American literature recently, 
but caution has been rightly advised against giving 
up proven therapeutic measures too hastily. No 
adequately controlled series on the use of sulfapyri- 
dine in pneumococcus pneumonia has yet been re- 
ported. Since January of this year we have been 
studying a series of cases treated with sulfapyridine 
as compared with an alternate series treated with 
serum. Cases are matched as much as possible not 
only as to the same type, but as to age group and 
duration of illness. As yet there are too few cases 
to be statistically significant, but it appears that it 
may be just as valuable in pneumococcus infections 
as sulfanilamide has proven in infections with hem- 
olytic streptococci. 

Table 6 illustrates our results to the present 
which covers a period of six weeks. Thus of 50 pa- 
tients receiving sulfapyridine 2 died, giving a mor- 
tality of 4%, whereas 6 of 34 patients receiving se- 
rum died giving a mortality of 18%. Three patients 
received combined therapy consisting of serum fol- 
lowed by sulfapyridine. One with type III. infec- 
tion showed no response to 300,000 units of serum 
wand a good response to sulfapyridine. Another with 





Table 1. Cases of pneumococcus pneumonia treated from 
July 8, 1938 to January 22, 1939. 


























Ne sail 115 
Cases typed 110 
Number Types I and II all serum treated ==> ts—s«O 
Deaths visthhsinenertapeccmntatemeccdatanaaians 3 

Mortality SS 
Number Types III to XXXII 80 
0, ee 
Deaths Sei ediscianidaonisb Lan siclennnsuiaaiiinlieataadetbiariieatianindehvctibiabinee 9 

Mortality 14% 
Non-serum treated 24 
Deaths Seaamiens 9 





Table 2. Analysis of group of higher types of pneumococcus 
pneumonia receiving serum. 


Type Cases Bacteremia Deaths 
3 5 0 1 
a 6 0 0 
5 4 0 1 
6 2 0 1 
7 15 1 3 
8 6 1 0 
yg 2 0 0 
12 2 1 1 
14 2 0 0 
17 1 0 1 
18 3 1 0 
19 1 0 0 
20 2 0 0 
31 1 0 0 
3&4 1 0 1 
3 & 20 1 0 0 
1&8 1 0 0 
7 & 24 1 0 0 
Total 56 4 “ 


Table 3. Analysis of cases of higher types of pneumococcus 
pneumonia according to day of illness on which specific serum 
was begun. 


Day Cases Deaths 
1 1 0 
2 9 0 
3 8 0 
4 5 1 
5 8 1 
6 8 1 
7 3 1 
8 3 0 
9 2 1 

1 0 
1 1 
1 1 
2 1 








Table 4. Analysis of group of higher types pneumococcus 
pneumonia not receiving serum. 
Reason Cases Deaths 
Moribund 
No serum available 
Not typed 
Treated with sulfapyridine 
Spontaneous crisis 
Moron 
Total 
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Table 5. Analysis of deaths of cases of higher types pneu- 
mococcus pneumonia receiving serum. 


Days Lobes Degree Units 
before In- Bacter- of Contrib- of 
Type Age Serum volved emia Illness ing factors Serum 
3 53 12 1 0 xxxx As. heart disease 100,000 
5 65 6 Bilat. 0 xxx As. heart disease 160,000 
Br. Pn. 
6 26 9 1 0 XXXx 400,000 
7 67 14 2 0 Xxx 440,000 
7 39 4 3 0 xxx Alcoholic. Bron- 
chial asthma 460,000 
q 55 6 1 x XXXX 300,000 
12 35 7 2 x xxxx Alcoholic 300,000 
17 63 4 3 0 xxx Coronary occlu- 400,000 
sion after recov- 
ery from pneu- 
monia 
3&4 51 3 3 0 XXXX 500,000 


III. 
180,000 
IV. 


Table 6. Comparison of cases treated with serum and sul- 
fapyridine from February 10 to Marcb 24, 39. 


Type Treatment 
Serum Sulfapyridine 

Cases Deaths Cases Deaths 
1 8 1 10 0 
2 4 0 6 0 
3 3 4 1 
4 to 32 15 2 (types X.and XIX.) 25 1 (type 

XI.) 

Total 34 6 50 2 
Mortality 18% 4% 


Table 7. Analysis of deaths of cases receiving Sulfapyridine 
for over 12 hours. 


Lobes Day before 
Type Age involved Bacteremia treatment Dosage 
3 58 3 - 7 32 gm. 
ll 43 1 ° 4 17 gm. 
2 57 3 x 4 500,000 U. 
y 30 gm. 
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type VII infection responded to serum only to have 
a relapse a week later which was successfully treat- 
ed with sulfapyridine. The third patient with type 
II pneumococcus pneumonia responded neither to 
serum nor sulfapyridine. 


Table 7 shows an analysis of the deaths in pa- 
tients receiving sulfapyridine. The third patient 
shown was one of those receiving combined therapy. 

Although, as stated before, our series is not large 
enough to be of statistical value, here again as in 
individual cases treated with serum, dramatic ef- 
fects are often noted. Patients have been seen with 
pulmonary edema who are almost moribund who 
have responded dramatically to sulfapyridine. Clin- 
ically the fever usually falls within 24 hours though 
the pneumonia signs persist for several days. A 
clinical record of a patient showing a typical re- 
sponse is shown in Figure 1. Not all patients show 
this dramatic picture and we have occasionally ob- 
served a pneumonic spread while patients were re- 
ceiving sulfapyridine. Apparently some strains of 
pneumococci are resistant to the drug. Patients re- 
ceiving sulfapyridine do not have the same sense 
of well being that those receiving serum do. This 
might well be expected inasmuch as the two types 
of treatment act in such different ways. Frequently 
patients on sulfapyridine are quite ill from the ef- 
fects of the drug which is apt to cause nausea and 
vomiting and depression. All the toxic effects seen 
with sulfanilamide have been reported from sulfa- 
pyridine, though as yet we have seen no severe re- 
actions. Some of the more serious reactions report- 
ed are hematuria, hemolytic anemia, agranulocyto- 
sis and acute yellow atrophy of the liver. We have 
been able to lessen the nausea by administering 
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the drug in a powdered form mixed with milk or 
fruit juice and accompanied by equal amounts of 
sodium bicarbonate. The patient is instructed to sip 
this mixture over a period of time. The dosage we 
have employed has been 2 grams as an initial dose 
followed by 1 gram every 4 hours until 25 grams 
are given, then 1 gram every 6 hours for two days. 
The average dose given has been 28 grams, with a 
minimum of 13 grams and a maximum of 53 grams 
having been given. Ordinarily the drug is discon- 
tinued only after the temperature remains normal 
for four days. Complete blood counts are made ev- 
ery other day, and if a drop of 20% hemoglobin or 
marked leukopenia occurs the drug is discontinued. 
It is also stopped if jaundice rapidly appears, if in- 
tractable emesis is present, if dermatitis develops 
or if an abnormally low temperature or marked 
apathy appears. Results similar to these are being 
found all over the country, and unless it is found 
that sulfapyridine is more toxic than sulfanilamide 
we believe that the therapy of lobar pneumonia is 
going to be greatly simplified and the cost of ther- 
apy lessened in the future, and that the disease will 
become much less fatal. Perhaps the combination 
of serum and sulfapyridine will give the best re- 
sults, as each acts in a different way and may well 
supplement each other. 
CONCLUSIONS 

1. Specific serum has been shown of value in 
the treatment of the higher types of pneumococcus 
pneumonia as well as in types I and II. 

2. Sulfapyridine is effective in the treatment of 
pneumococcus pneumonia and is possibly superior 
to specific serum. 


Harriman Jones Clinic-Hospital. 





Acute Post-Infectious Hemorrhagic Nephritis in Children 


W. PRICE KILLINGSWORTH, M.D. 
Port Arthur, Texas 


HIS disease entity in childhood is frequently re- 
ferred to as acute hemorrhagic nephritis, 
acute exudative nephritis, acute glomerulo-tubular 
nephritis or acute focal nephritis. Most of these 
names are the outgrowth of, or the result of, the 
total lack of conformity in the pathologic picture 
of this disease as seen at the autopsy table. Most 
children coming. to postmorten examination die 
not of this nephritis itself, but of extrarenal lesions. 
Usually the original focus of infection, either direct- 
ly or by its extension into the blood stream or to 
other parts of the body is the cause of death. 
GENERAL CONSIDERATIONS 
Acute post-infectious hemorrhagic nephritis is 
a fairly common disease of childhood seen follow- 
ing an acute infection wherein the child becomes 
edematous, passes bloody urine and after a varying 
course of severity usually makes a complete recov- 
ery. 
The exact etiology or pathogenesis of this disease 
is not fully understood. Although there is a defi- 


nite relationship between acute microbic infection 
and this disease, no investigator has been able to 
demonstrate actual bacterial invasion of the kidney 
structure. It has been maintained by some work- 
ers that this type of nephritis is the result of irri- 
tation of bacterial toxins at the point of excretion. 
This theory falls by the wayside because the symp- 
toms of nephritis are not present at the height of 
the febrile disease but come on 1-3 weeks later. 

Most present day investigators believe that acute 
post-infectious hemorrhagic nephritis is an allergic 
manifestation of the cells in the kidney and else- 
where previously sensitized to bacterial toxins. 
Schick’ suggested this in 1907 in reference to post 
scarlitinal nephritis and the more recent work of 
Hansen-Pruss, Loncope and O’Brien’ shows that 
the vast majority of acute juvenile nephritics give 
marked allergic reactions to intradermal injections 
of streptococcic filtrates. 

Scarlet fever has been over emphasized as a 
causative factor im this disease. Aldrich.4+5.° in a 
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recent review of over 400 cases found less than 20% 
of the cases followed scarlitina. 

The most common preceding illness is a sore 
throat accompanied by cervical adenitis and otitis 
media which occur in 60% of the cases. 

Other infections such as throat abscesses (ton- 
sillar, peri-tonsillar, or retro-tonsillar), pneumonia, 
the acute exanthems, mumps, and osteomyelitis, 
account for approximately 20% of the cases, though 
a few cases have no demonstrable preceding infec- 
tion. The streptococcus has been the associated 
organism in 95% of the cases. 

According to the age incidence hemorrhagic ne- 
phritis is rare under one year of age. (Syphilis is 
the most common cause under 1 year.) 90% of all 
cases of acute post-infectious hemorrhagic nephri- 
tis are found between the ages of 3-10 years; this 
is during that period of life when the child is most 
likely to have the diseases previously mentioned as 
precursors. 

The role of toxic drugs, with the exception of 
perhaps sulphanilamide, is insignificant in children. 
Though phenol, turpentine, cantharides, potassium 
chlorate, and the arsenicals, have been incrimin- 
ated. 

As previously mentioned there is no uniformity 
in the pathologic picture’ of the kidneys as seen in 
the cases coming to autopsy. There are great varia- 
tions in the extent of the renal involvement. The 
glomeruli may show generalized changes of a highly 
destructive nature or localized lesions insignificant 
in degree. There are all degrees and variations. 
Grossly the kidneys are larger than normal, more 
swollen, and more bloody. The capsules usually 
strip with ease. On cross section the cortex may be 
swollen and striated in appearance with varying de- 
grees of redness., Pinpoint hemorrhages are usually 
seen and blood oozes freely from the cut surface. 

Microscopically the changes seen in the glomeru- 
lar tufts consist of proliferation and swelling of the 
endothelial cells and the basement membrane of 
Bowmans capsule. Bowmans space may or may not 
be filled with albuminous exudate, erythoyocytes, 
and leucocytes. Volhard*®«® states that early the 
glomerular tufts are bloodless. 

Tubular changes as a rule are not severe, though 
cloudy swelling of the cells and accumulations of 
leucocytes, red cells, and albumin material may be 
present in their luminia. Signs of inflammation— 
serum mixed with blood cells may be found in the 
interstitial tissue. Glomerular, tubular, and inter- 
stitial changes become more marked if the disease 
is prolonged, severe, or recurrent. Frequently at 
the time of autopsy one challenges the kidneys’ part 
in death and certainly the disease often leaves lit- 
tle scarring or demonstrable damage. 

SYMPTOMS 

Symptoms are usually clear cut. The onset is 
sudden and practically always follows or accom- 
panies an acute febrile infection usually of the up- 
per respiratory tract. Much has been written about 
21 day nephritis, but in children it usually occurs 


SOUTHWESTERN MEDICINE 217 


from 7-10 days following the onset of the infection. 
Edema is present in 75% of cases; usually moderate 
but variable in degree. As much as 5-6 pounds of 
edema fluid may be present without pitting edema, 
but subsequent weight loss in diuresis bears this 
out. The edema may be either intra or extra cellu- 
lar or both. Edema is usually generalized except 
for the palms and soles. The scalp is the best place 
for demonstration because of the smooth, hard bone 
closely underlying the skin. Ascites and collections 
of fluid in the serous cavities are rarely found and 
then only in the severe cases, and are usually late 
in the disease. Effusions, if present, are typically 
found just before diuresis at a time when there is 
plenty of water free for evacuation, but before the 
kidneys seem able to eliminate it. Demonstrable 
hydrothorax and pulmonary edema are unusual in 
this childhood nephritis. 

Hematuria is usually gross in nature but by the 
time the physician sees the patient it may be mi- 
croscopic. The color varies from smoky yellow to 
bright wine red or chocolate brown. 

Other urinary anomalies consist of relatively 
large amounts of albumin, many casts of all kinds 
and varying numbers of leucocytes. Urinary out- 
put is diminished in most cases, but true anuria is 
rare. Specific gravity varies but is usually high, af- 
fording an important differential point from 
chronic non-specific nephritis. The gravity may 
show some fixation but concentration tests fall 
within normal limits. 

Toxic symptoms include nausea, vomiting, dizzi- 
ness, headache, blindness, or dimmed vision, hyper- 
tension, and rise in blood non-protein-nitrogen. 
Most patients vomit early in the disease but this 
symptom is rarely marked if fluids are given freely, 
vomiting late in the disease is of serious import 
indicating cerebral complications especially when 
combined with headache. 

Hypertension is more common than usually re- 
ported, probably due to the fact that routine blood 
pressures in children have not come into vogue. 
Blood pressure examinations are important because 
a marked increase always precedes convulsive at- 
tacks by at least 12 hours. (Aldrich series 75% had 
elevation.) 

N. P. N. increase in blood may or may not occur, 
the 60% show some rise during the course of the 
disease. Fever is often mild in the absence of dehy- 
drating therapy and is probably due to the casual 
infection rather than nephritis. 

Anemia is usually present but mild, paralleling 
the hematuria. 

The major complications of acute hemorrhage 
nephritis in children are three in number, namely: 
(1) Renal failure, (2) Hypertensive encephalopathy, 
or eclamptic uremia, and (3) Cardiac failure. These 
complications occur alone or together, or they may 
follow each other in the same patient. Rubin and 
Rapoport!® and others state that less than 1% of 
P. I. nephritis have these complications. 

Renal failure is characterized by anuria lasting 








218 


from one to six days or intense oliguria. edema is 
mild or moderate in nature, retention of nitrogen- 
ous waste products extreme. High N. P. N. and cre- 
aterine, also high blood phosphate and low Co2 
power. Blood pressure is only slightly elevated or 
normal. Intoxication becomes progressive leading 
to coma and death unless diuresis occurs. No con- 
vulsive symptoms are present in patients with renal 
failure. The picture here is one of intense toxemia 
due to the kidneys’ inability to eliminate waste 
products of metabolism. 

Hypertensive encephalopathy is usually ushered 
in by convulsions, coma, amaurosis or aphasia; the 
patient may have one or more convulsions. Death 
may occur during one of these convulsive seizures. 
This syndrone is dangerous to life and requires 
active treatment, but if the patient can be carried 
through this period of the disease safely the prog- 
nosis is no worse than an uncomplicated nephritis. 
That generalized vasocontraction is present, is evi- 
denced by the always present hypertension. This 
hypertension precedes the appearance of cerebral 
symptoms. 

CARDIAC COMPLICATIONS 

The cardiac complications of acute hemorrhagic 
nephritis are by far the commonest and more seri- 
ous complications of this disease. The chief find- 
ings in the child nephritic with heart complications 
are the following: 

(1) Hypertension—present in all cases manifest- 
ing signs of cardiac insufficiency. It is quite evident 
that the damaged heart of the nephritic is very apt 
to fail under the load of a sudden increase in peri- 
pheral resistance caused by the vasospasm, whether 
or not heart failure occurs depends upon two fac- 
tors: (a) extent of myocardial damage, and (b) the 
degree of hypertension. 

(2) Degrees of cardiac involvement may: (a) 
Simple dilatation without heart failure with or 
without apical systolic murmurs. Tachycardia is 
present. Volhard has emphatically pointed out that 
the pulse rate is normal or slow in uncomplicated 
nephritis. 

(3) Cardiac dilatation with myocardial failure. 
In these patients the extra cardiac manifestations 
of heart failure are present. In addition to physical 
signs, x-ray, and electro cardiographic studies give 
ample evidence of cardiac damage. Generalized 
edema is always present and it is difficult to evalu- 
ate how much is of renal origin and to what extent 
heart failure contributes to it. Blood urea nitrogen 
is uniformly elevated with cardiac failure, whereas 
it had not been a consistent high finding in ne- 
phritics with hypertensive encephalopathy. 


DIFFERENTIAL DIAGNOSIS 

Febrile albuminuria, but this condition does not 
produce toxic symptoms and is not accompanied by 
gross blood in the urine. 

Nephrosis—offers little difficulty as the finding 
of hematuria to incompatible with this diagnosis. 

Cardia disease with edema, such patients may 
have P. I. nephritis but in the presence of cardiac 
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decompensation one is not justified in making a di- 
agnosis of nephritis unless such signs as hematuria, 
hypertension, fixation of specific gravity, increased 
N. P. N. or casts are found. If the patient has acute 
or sub-acute bacterial endocorditis with nephritic 
symptoms, he or she should not be included under 
the diagnosis of P. I. nephritis because of the en- 
tirely different pathologic and prognostic picture. 
Orthostatic albuminuria should cause no confusion 
as there is no hematuria and the first morning 
speciman shows no albumin. 

Chronic hematuric (non-specific) nephritis in a 
stage of acute exacerbation due to intercurrent in- 
fection often presents considerable differential di- 
agnostic difficulty. It is probably good practice to 
consider all hematuric nephritis as suffering from 
acute disease until forced by an undoubted history 
of long illness or clinical course of the disease to do 
otherwise. In the experience of most men dealing 
with juvenile nephritis, the onset of chronic nephri- 
tis is rarely accompanied by a preceding infection 
and this point is of definite diagnostic value. 
Searching inquiry in each case for antecedent renal 
symptoms such as hematuria, edema, nocturia and 
headache should be made, and if such a history is 
obtainable, it is likely that the patient has a chronic 
nephritis rather than though the attack at hand 
may be post-infectious in nature. 


TREATMENT AND PREVENTION 

Much has been written about the proper manage- 
ment of acute streptococcal infection as a measure 
to prevent renal involvement—suffice it to say that 
theoretically rest, adequate fluid administration, 
avoidance of chilling, and all medical measures to 
shorten the febrile period are important. Perhaps 
the routine use of sulfanilamide or sulfanilamide- 
like drugs will have a definite place in the preven- 
tion of many cases but only time can tell. It is 
questionable whether additional alkalis other than 
in the form of fruit juices are of prophylactic val- 
ue. The diet should be liberal because it has been 
thoroughly demonstrated that a normal protein 
intake during the acute infection does not pre- 
dispose to nephritis. However, a conservative atti- 
tude is maintained by the author which at least 
avoids argument. 

The exciting infection, otitis media, throat ab- 
scesses, cervical abscesses, and sinus infection should 
be treated with surgical and medical means as such 
measures cause a rapid improvement in the clini- 
cal picture and surgery is indicated rather than 
contraindicated, though the nephritis occasionally 
clears up spontaneously in intractable mastoid and 
sinus disease. The explanation of this latter course 
is not clearly understood. Convalescent sera and 
blood transfusions are helpful proceedures. Surgery 
should be done if possible under local or gas anes- 
thesia, although ether may be used in special cases. 
Aldrich has the tonsils and adenoids removed in all 
of his patients with throat symptoms before leav- 
ing the hospital. This proceedure is done to pre- 
vent relapses or reinfections and is not done until 
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all symptoms except albuminuria and possibly an 
occasional red cell in the urine have disappeared. 
No bad results were seen in his clinic with over 200 
cases. 

Fluid administration in the form of water, fruit 
juices, should be urged in all cases because the 
problem of toxemia and not the renal phase is the 
most important regardless of edema or urinary out- 
put. Persistent vomiting precludes the oral route 
for fluids. It seems that edema is not particularly 
increased by such measures but that diuresis is 
hastened. Sodium salts and solutions should not be 
given. 

Theoretically adequate water intake should dilute 
the nephritic toxins and provide a vehicle for their 
elimination, the restriction of water tends to con- 
centrate the toxins and to decrease the urinary 
output because adequate excretion cannot take 
place in the absence of free water. Brennemann!! 
feels that it is just as dangerous to withhold water 
from a juvenile nephritic as it is to withhold anti- 
toxin in diphtheria. 

Magnesium sulphate in adequate doses by mouth, 
muscle, or vein is an invaluable aid in the elimina- 
tion of nephritic toxins, especially if hypertension 
is present. 

Diet still remains the moot question in nephritis 
but the pendulum is swinging away from protein 
restriction. Men in the larger pediatric centers are 
allowing children with nephritis a liberal diet of 
protein and their results are 100% better than those 
where the protein is restricted. Salt should be re- 
stricted in the severe degrees of edema. 

Drugs have little place in the treatment of un- 
complicated P. I. nephritis and certainly the many 
diuretic drugs on the market have not proved to be 
consistently effective. Aspirin for symptomatic re- 
lief, potassium citrate as a harmless alkali, and 
magnesium sulphate in large doses for the relief of 
cerebral symptoms and hypertension, digitalis and 
50% glucose in the cardiac complications are about 
all the medications needed. Diaphoretics, hot packs, 
sweats and drastic cathartics defeat the actual 
purpose for which they were used years ago. Warm 
clothing, bed rest, avoidance of infection and gen- 
eral hygienic measures, until symptomatic and 
pathologic signs have disappeared. 


TREATMENT OF COMPLICATIONS 
Therapy in the cases of renal failure is forcing 
of fluids intravenously isotonic and hypertonic glu- 
cose. Thus normal or increased blood volume is 
maintained in order to increase filtration pres- 
sure. Although immediately diuresis may not oc- 
cur the administration of large volumes of fluid 
dilutes the retained metabolites. If diuresis cannot 
be initiated, these children die of a true uremia 
similar to that seen in adults. Surgical proceedures 
such as decapsulation of kidneys have not been used 
successfully in juvenile nephritics. 
Treatment of hypertensive encephalopathy is 
magnesium sulphate by mouth, per rectum, intrave- 
nously, and intramuscularly. Saturated solutions of 
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megnesium sulphate per mouth or rectum until the 
bowels have become loose is indicated. Intra mus- 
cular medication consists of giving 0.2 c.c. of 50% 
MgSoé4 per kilo of body weight every 4-6 hours. In 
emergency cases 10% solution intravenously based 
on body weight and severity of convulsions and hy- 
pertension will save the day. 

In using MgSo4 consideration must be given to 
the possible harmful effects which may occur. If 
there is much renal insufficiency, magnesium may 
pile up in the blood leading to magnesium narcosis 
and possible respiratory failure. Forcing of fluids 
in this complication of the disease is contraindicat- 
ed as large volumes of fluid increase the blood vol- 
ume, further aggravating hypertension and may 
produce heart failure. However, following the re- 
duction of vasospasm fluids are indicated as in 
renal insufficiency. Cardiac failure in this compli- 
cation fluids are kept at a minimum, magnesium 
sulphate given intramuscularly or by mouth or rec- 
tum to control hypertension. Phlebotomy (fairly 
large amounts) is a life-saving proceedure in frank 
decompensation cases and the resulting anemia can 
be remedied with small transfusions later when the 
patient has recovered from heart failure. Fluids 
may be given also at this stage. 

In attempting to improve cardiac efficiency the 
following proceedures help: 

(1) Mborphia in adequate narcotic doses. 

(2) Digitalization—rapid over a period of 12 
hours using 45 mg. of whole leaf per kilo of body 
weight. Given by hypo as fat free tincture. 

(3) 02 tent—this combats the anoxemia of acute 
decompensation. 

(4) Small doses of 50% glucose 10-20 c.c. every 
4-6 hours. This keeps blood sugar level up and re- 
plenishes glycogen content of failing heart muscle. 


PROGNOSIS 

The prognosis in acute hemorrhagic post-infec- 
tious nephritis is uniformly good. Children prac- 
tically never die of the nephritis per se but of its 
complications or because of extra renal lesions. 
That is, extension of the antecedent infection. Most 
of the contradiction that one sees in the literature 
on this type of nephritis exists because it is not re- 
membered that childhood and adult nephritides 
differ markedly and because relatively few patho- 
logic reports have as their basis the lesions seen in 
children. 

Also it is forgotten that the juvenile kidney has 
a power of regeneration far greater than an adult. 
One seldom sees it brought out that this common- 
est childhood type of nephritis is the rarest in 
adults. This fact alone influences prognosis tre- 
mendously. 

All pathologic pictures in adults are complicated 
to a greater or lesses degree by degenerative, arteri- 
osclerotic, infection or age factors whereas the ped- 
iatrician sees a pure disease process acting on young 
growing individual. 

In conclusion, permit me to reiterate that post- 
infectious hemorrhagic nephritis in children is usu- 
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ally a benign disease. Its complications, however, 
require active treatment. The rational use of fluids, 
medical and surgical proceedures together with a 
fairly liberal diet gives marked reduction in mor- 
tality and morbidity. Sulfanilamide and its relat- 
ed drugs may in time reduce the number of cases 
seen, as this drug is a potent weapon in treatment 
of the antecedent infection in nephritis. 


315 Adams Building 
BIBLIOGRAPHY 
1. Schick, B.: Die Nachkrankheiten des Scharlachs, Jahrb, 


f. Kinderh., 65:132, 1907. 
2. Hansen-Pruss, O. C., Loncope, W. T., and O’Brien, D. P.: 


SoUTHWESTERN MEDICINE 


July, 1939 


Skin reactions to filtrates of hemolytic streptococci in acute 
and sub-acute nephritis, J. Clin. Investigation, 7:543, 
3. Aldrich, C. A.: Personal communications. 
4. -—+: Clinical types of nephritis in childhood, J. A., 
M. A., 94:1637, 1930. 


1929. 


: Nephritis in children, Am. J. Dis. Child., 


41:766, 1931. 

6. ———————-: Treatment of the acute cerebral complica- 
tions of nephritis, Am. J. Dis. Child., 41:1265, 1931. 

7. Aldrich, C. A., Potter, Edith, and Killingsworth, W. P.: Un- 
published Pathological Data. 

8. Volhard, F.: Die coppelseitigen hematologesichen Nierer- 
krankheiten, Berlin, 1918. 

9. ———————-, and Fahr: 
Berlin, J. Springer, 1914. 

10. Rubin, M. I., and Rapoport, M.: The Three Major Com- 
plications of Acute Hemorrhagic Nephritis in Children, Penn. 
M. J. 40:1029, Sept. 1937. 

11. Brennemann, J: Practise of Pediatrics, W. F. Prior, Ha- 
gerston, 1937. 


Die Brightsche Nierenkrankheit, 





The Diagnosis of Syphilis 


JACK G. HUTTON, M. D.* 
Denver, Colorado 


HE diagnosis of syphilis was entirely a clinical 
procedure from the time of the recognition 
of the disease until 1905 when Schaudinn and Hoff- 
mann isolated and described the causative organ- 
ism. During the succeeding several years there was 
a gradual transition due almost entirely to the ef- 
forts of a limited number of syphilologists teaching 
in post-graduate courses and in medical schools, 
until by the end of the second decade of the 20th 
century the majority of practicing physicians recog- 
nized the diagnosis of early syphilis to be a 100 per 
cent laboratory procedure. No longer is a diagnosis 
of syphilis sufficient or acceptable unless qualified 
by the stage or type of the infection because the 
increased knowledge of the efficiency of various 
therapeutic procedures for the different types of 
syphilitic involvement demands that the stage of 
the infection be recognized before instituting the 
proper treatment. 


DIAGNOSIS OF EARLY SYPHILIS 

Diagnosis of the chancre of early syphilis is made 
by one of the following laboratory procedures. 
First, by the microscopic identification of the pres- 
ence of Treponema Pallida in the serum taken from 
the chancre; second, by microscopic identification 
of Treponema Pallida in the serum aspirated from 
the regional lymph nodes, (this identification can 
be accomplished either by darkfield examination or 
by the examination of a smear by any one of sev- 
eral special staining methods); third, a positive 
serologic test upon the serum from the chancre or 
upon the serum aspirated from the regional lymph 
nodes; or fourth, a positive serologic reaction upon 
the patient’s blood. (The serologic reaction may be 
the Wassermann, Kolmer, diagnostic Kline, Kahn, 
Hinton or Eagle precipitation test provided the test 
is made by a qualified laboratory.) 

The chancre is the first recognizable lesion in a 
treponema pallida infection and occurs at the point 
of inoculation. The incubation period may be any- 
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where between two and six weeks. The chancre 
usually occurs as a single lesion, however, it may be 
multiple or the Treponema Pallida may be found in 
a mixed infection being accompanied most often 
by the Ducrey bacillus, in which case we find hard 
and soft chancres occurring simultaneously. The 
clinical appearance of a penile lesion, while inter- 
esting to the clinician, is of no value in establish- 
ing either a positive or a negative diagnosis of 
syphilis. Here let me impress the point that any 
genital lesion, regardless of its appearance, should 
have several negative darkfield examinations be- 
fore abandoning the search for treponema. The 
darkfield examination is a very simple procedure 
and should be used much more frequently both as 
a means of arriving at a positive diagnosis of syph- 
ilis and also as a means of ruling out a diagnosis 
of primary syphilis. The older text books devoted 
many pages to intricate detailed descriptions of 
the appearance of a typical Hunterian chancre. 
These descriptions and points of clinical differen- 
tiation are very interesting to read but at the pres- 
ent time a thorough knowledge of the technique of 
preparing and examining a darkfield preparation is 
by far the most important attribute for the high- 
est proficiency in diagnosing the lesions of early 
syphilis. 


Genital chancres in women are rarely recognized 
and diagnosed until after the appearance of the 
skin eruption. Occasionally a chancre of the ex- 
ternal genitalia of a woman arouses some physi- 
cian’s suspicion with the result that a darkfield is 
ordered and a positive diagnosis is made in the 
seronegative stage. A chancre of the cervix or vag- 
inal mucosa is not infrequently diagnosed as an 
erosion even in well regulated teaching clinics 
without any thought of syphilis until the secondary 
manifestations appear. Symptomless infections in 
the female are far from rare. Repeated darkfield 
examination of all genital lesions should apply to 
female as well as to male patients. 


A chancre may occur at any point on the cu- 
taneous surface, but is seen most often in the fol- 
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lowing locations: on the genitalia; on the lips, 
tongue or tonsils; on the hand or fingers; on the 
perianal region; and on the breasts of female pa- 
tients. Extragenital chancres are not a rare condi- 
tion and according to Downing’s! figures 6 per cent 
of syphilitic cases contract the disease through 
channels other than genital infections. A very small 
percentage of these cases of extragenital chancres 
are diagnosed during the primary stage. Even the 
cases of chancre of the finger occurring in members 
of the medical profession rarely arouse suspicion 
of syphilis until the secondary cutaneous manifest- 
ations appear. Therefore, we should make it a rule 
to have darkfield examinations of all skin and mu- 
cous membrane lesions which do not heal with the 
ordinary local applications when treated for a 
period of two weeks. 

The report of the Cooperative Clinical Group? 
shows that when syphilis is diagnosed in the sero- 
negative chancre stage, followed by adequate treat- 
ment over the necessary interval of time, cures can 
be expected in 85 per cent of cases. ‘Since these 
figures show such a marked advantage for the early 
treatment then it is quite evident that one of the 
best means available for controlling the spread of 
syphilis is through educating the medical profes- 
sion to utilize the most applicable methods of diag- 
nosing each stage of syphilis. In the chancre stage 
this would include lowering of the threshold of sus- 
picion toward syphilitic infection followed by early 
and repeated darkfield examinations on all genital 
and all suspicious extragenital sores. 


DIAGNOSIS OF EARLY SECONDARY 
SYPHILIS 

The diagnosis of early secondary or acute sys- 
temic syphilis in those cases which present a gen- 
eralized cutaneous eruption may be made from the 
clinical findings in conjunction with the presence 
or history of a genital lesion. However, since posi- 
tive diagnosis of early syphilis requires definite 
laboratory evidence then the diagnosis even in these 
typical cases of secondary syphilis should be sub- 
stantiated by a positive serologic reaction. 

The manifestations of acute secondary syphilis 
usually appear in from six to twelve weeks after the 
infection. They produce a large variety of clini- 
cal symptoms, one of the most constant being a 
skin eruption which may be of various types: mus- 
cular, maculo-papular, papular, papulo-squamous, 
circinate or pustular. In fact, most any skin dis- 
ease may be simulated except those of the vesicular 
and bullous group. The eruptions of acute second- 
ary syphilis which present cutaneous manifesta- 
tions of unusual distribution or of very atypical ap- 
pearance such as those often seen in early preg- 
nancies are far too frequently either overlooked or 
considered of no importance by physicians making 
routine physical examinations. 

Certain skin eruptions, notable unusual cases of 
pityriasis rosae, certain drug eruption caused by 
copaiba, or coal tar derivatives occurring simul- 
taneously with a penile sore, and an occasional 
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atypical case of acute exanthemata may suggest a 
diagnosis of acute secondary syphilis. Early sec- 
ondary syphilis may completely spare the skin and 
involve only the mucous membranes. The diagno- 
sis in such cases may be confused with acute fol- 
licular tonsillitis, Vincent’s infection or erythema 
multiforme if the cral mucosa is involved or with 
hemorrhoids if the rectal mucosa is_ involved. 
Routine serologic tests by the family physician in 
all patients exhibiting cutaneous or mucous mem- 
brane lesions would aid materially in diagnosing 
many cases of early secondary syphilis and also 
would prevent an occasional mistaken diagnosis. 

The common ocular lesions of secondary syphilis 
are iritis and neuroretinitis. Since syphilis is re- 
sponsible for 30 to 50 per cent of all types of ititis 
and neuroretinitis it seems only logical that a sero- 
logic test should be one of the earliest steps in the 
diagnostic study of all cases suggesting these eye 
conditions. 

The Wassermann reaction or any of the several 
accepted serologic tests for syphilis is much more 
specific than many of the common laboratory tests 
or procedures accepted for common use in the 
practice of modern medicine. The Cooperative 
Clinical Group? reports that the Wassermann reac- 
tion is positive in approximately 99 per cent of pa- 
tients with secondary syphilis. Since we have ac- 
cess to this specific test in early secondary syphilis 
are we not justified in reauiring a positive serologic 
reaction to substantiate every clinical diagnosis of 
acute secondary syphilis particularly when this pos- 
itive serological test also serves as a control in di- 
recting and carrying out the proper subsequent 
anti-syphilitic therapy? More frequent use of the 
Wassermann test as a routine procedure in patients 
with symptoms suggesting a possibility of second- 
ary syphilis would greatly aid in controlling the 
spread of syphilis. 


DIAGNOSIS OF RELAPSING SYPHILIS 

The diagnosis of relapsing syphilis is more de- 
pendent on the clinical findings than the diagnosis 
of acute early syphilis, because some relapsing 
cases do not present a positive serologic reaction. 
This is a dangerous type of syphilis from the Pub- 
lic Health standpoint, as most of these cases are 
highly infectious and many of them, having taken 
a considerable amount of treatment, have a feel- 
ing of false security concerning their chances of 
transmitting the infection to other individuals. 
These cases of relapsing syphilis are also notorious- 
ly resistant to the ordinary therapeutic measures. 
Therefore, in these cases the necessity is appreci- 
ated of making the correct diagnosis. In some 
cases with negative serology the diagnosis can 
only be ascertained through a carefully taken his- 
tory or by means of a thorough physical examina- 
tion. Cooperation on the part of the medical pro- 
fession in the prompt reporting of delinquent pa- 
tients to the Public Health Service is of great im- 
portance in the prevention and control of this 
type of syphilis. . 





222 


DIAGNOSIS OF LATENT SYPHILIS 

The diagnosis of latent syphilis like the diagno- 
sis of early syphilis is a 100 per cent laboratory pro- 
cedure because latent syphilis, being clinically 
asymptomatic, is evidenced only by a positive lab- 
oratory test. Our records at the Denver Venereal 
Clinic show that approximately 70 per cent of la- 
tent syphilis cases give no history of any primary 
or secondary manifestations. A diagnosis of latent 
syphilis requires an elimination of the presence of 
any other infection which could produce a positive 
serologic reaction such as tuberculosis,‘ malaria, 
scarlet fever, leprosy, septicemia, infectious mono- 
nucleosis, or certain tropical diseases’. 

Compulsory examination for communicable dis- 
eases in certain groups of employees or as required 
in certain occuvations have shown a high incidence 
of latent syphilis due to the physician accepting a 
two plus, a one rilus, or even a doubtful serologic 
test as sufficient evidence for a positive diagnosis. 
In spite of the possibility of infectiousness in some 
of the early latent cases probably a final diagnosis 
of latent syphilis should not be made unless two or 
more serologic tests, preferably from different lab- 
oratories, have been returned as strongly positive. 
Since we are making a diagnosis entirely upon lab- 
oratory evidence we should particularly guard 
against false positive diagnoses. The tendency in 
latent syphilis is often toward too strenuous treat- 
ment. In handling these cases let us remember 
Stokes’ suggestion that “latency in syphilis today 
is underexamined and overtreated.’’® 


DIAGNOSIS OF ASYMPTOMATIC 
NEUROSYPHILIS 

Asymptomatic neurosyphilitic cases which pre- 
sent neither subjective nor objective clinical symp- 
toms can be diagnosed only by examination of the 
spinal fluid. The diagnosis of these cases dem- 
onstrates the value of routine spinal fluid examina- 
tions in suspected syphilis cases as well as in all 
syphilis patients regardless of the stage of the dis- 
ease. 

DIAGNOSIS OF CONGENITAL SYPHILIS 

The diagnosis of prenatal congenital syphilis can 
often be made only by serologic tests because very 
few pregnant women show the presence of active 
syphilitic lesions. The adequate therapy of all sero- 
logic positive pregnant women and all serologic 
negative pregnant women with a definite history of 
previous syphilitic infection would prevent congen- 
ital syphilis with nearly absolute certainty. These 
facts probably justify the compulsory serologic 
testing of all pregnant women as required by law 
in several of the states. The medical profession has 
undoubtedly been too slow in publicly advocating 
routine blood tests in all pregnancies. 

With so many mothers recognized as syphilitic 
and receiving some treatment during pregnancy, 
typical clinical cases of infantile congenital syphilis 
would be diagnosed earlier if physicians would re- 
member the following points: first, suspect syphilis 
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in all babies where the mother is a known syphilitic, 
have a blood test at four weeks, repeat every month 
for six months and then every six months for a 
period of two years before being convinced that the 
baby is free from syphilis; second, suspect early con- 
genital syphilis in all babies with a skin rash, snuf- 
fles, or malnutrition and check with serologic test; 
third, suspect late congenital syphilis in older chil- 
dren with deafness “pink eye”, osteomyelitis or 
peculiarities of the permanent teeth. These cases, 
if syphilitic, will have a positive serologic reaction. 


DIAGNOSIS OF LATE SYPHILIS 

The symptoms of late syphilis may make their 
appearance as early as three years subsequent to 
the original infection or at any later period during 
the lifetime of the patient. This involvement may 
occur in any portion of the body, but approximately 
95 per cent of patients with late syphilis develop 
lesions in one or more of seven systems; the muco- 
cutaneous covering, the skeletal system, the gastro- 
intestinal tract, the liver and spleen, the cardiovas- 
cular system, the eye and the nervous system. 

The diagnosis of late syphilis may be made by one 
or more of the following methods: 

1. Clinical symptoms evidenced by thorough ex- 
amination 

2. Serologic blood tests 

3. Spinal fluid examination 

4. Therapeutic test of antisyphilitic drugs 

5. Histological examination. 

Routine serologic tests will aid in the diagnosis 
of perhaps 70 per cent of late syphilis cases. The 
remaining 30 per cent must be diagnosed by clini- 
cal signs and symptoms. In many of these cases 
the first, the chief, or the only clue to the relative 
quiescent syphilitic infection may be in some lesion 
of the skin, bones, or other portion of the body to 
which the patient has given little or no attention. 
The correct interpretation of such a lesion may al- 
low a diagnosis of late syphilis involvement which 
may have been overlooked previously because of a 
negative serology. Therefore, the importance and 
value of clinical experience and judgment in differ- 
ential diagnosis can not be overrated in the ability 
of a physician to recognize the numerous manifest- 
ations of late syphilitic involvement. 


SUMMARY 

1. The diagnosis of syphilis is incomplete unless 
it includes the stage of the disease and the type of 
involvement. 

2. The diagnosis of all early syphilis is a 100 
per cent laboratory procedure. 

3. The diagnosis of relapsing syphilis may de- 
pend either on laboratory or clinical evidence. 

4. The diagnosis of latent syphilis is a 100 per 
cent laboratory procedure. 

5. The diagnosis of asymptomatic neurosyphilis 
is always dependent upon laboratory evidence. 

6. The diagnosis of congenital syphilis may de- 
pend upon a definite history, physical findings, or 
serologic tests. 
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7. The diagnosis of late syphilis is more de- 
pendent upon physical findings. The serologic 
tests are much less specific in this stage. 


1612 Tremont. 
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Enuresis 


JOHN W. PENNINGTON, M.D. 
Phoenix, Arizona 


NURESIS is a term applied to a clinical syn- 
drome which is characterized by involuntary 
urinary incontinence, usually at night, less often 
in the daytime and occasionally both in the day- 
time and at night. This discussion will be based 
on those cases more than 4 years of age, who 
have not responded to the usual and ordinary type 
of treatment. 


Campbell states: ‘There is little doubt that en- 
uresis as commonly diagnosed is a functional con- 
dition in 19 out of every 20 cases (95% or more).” 
In the remaining group the clinical syndrome, 
loosely diagnosed as enuresis, is due to organic 
disease which in some instances is grave. Al- 
though pediatricians and others rightly argue that 
the condition in this 5% is not true enuresis, the 
fact remains that in everyday practice by this group, 
this diagnosis is almost always made even by our 
outstanding pediatrists. There can always be a dis- 
agreement as to nomenclature, as the usual criteria 
for making the diagnosis of enuresis is nocturnal 
bed-wetting or the loss of urine during the day, or 
both. As soon as the diagnosis of enuresis is es- 
tablished then is the proper time for a thorough 
and a very careful physical examination, which 
should include a careful examination of the geni- 
tals for evidence of irritation, small urinary me- 
atus and an especially careful neurological study 
with spina bifida or other congenital anomaly in 
mind. 


In most cases there is nothing in the sympto- 
matology or urinalysis to differentiate the func- 
tional problem from one with organic lesions. An 
organic lesion should always be kept in mind. It 
is true that most bedwetters tend to be nervous 
individuals. 


There are many theories as to the etiology of 
enuresis. A brief mention of a few of these will 
suffice to show the lack of knowledge of the true 
cause. The incidence of enuresis is estimated be- 
tween 7-15% of children. Enuresis usually dates 
from birth. Race is apparently not a factor, but 
heridetary tendency seems to be important. Often 
the parents are of poor stock and usually one or 
both are neurotic. Environment may also be a 
factor, as the trait can be traced through several 
successive generations. Some children begin the 
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habit when they hear that their parents or grand- 
parents had done so. The intelligence of the bed- 
wetting child is average. In many children care- 
less or neglected habit training accounts for the 
difficulty. Severe illness, with a relaxation of 
training, will often be the exciting factor. Psychic 
factors must be given careful consideration. On 
the arrival of a new baby, with the child becom- 
ing dethroned as the center of family attention, 
then the child turns to bedwetting to get the de- 
sired attention. Many psychic conditions have 
been advanced as a cause; inferiority complex, 
jealousy, antagonism, a dream basis, and many 
others. Emotional tension such as would be caused 
by maladjustment of the parents. 


The group I wish to stress is the 5% who have 
organic disease and have not responded to the 
ordinary methods of treatment. Every doctor who 
cares for children has his method of medical treat- 
ment. Nearly all of these methods are good if 
persisted in. Prophylaxis is the first form of 
treatment. Correct training beginning as soon as 
the child can sit up. This training carried out in 
a friendly and kindly manner using a regular 
schedule and not an intermittent one. Medical 
treatment usually needs to be directed toward the 
mother and her co-overation is absolutely neces- 
sary. The child to be taken up at regular times. 
Older children can usually be taught to use an 
alarm clock to awaken them. Various drugs are 
suggested and all have their strong advocates. 
Punishment is one form of treatment which is 
absolutely contra-indicated. 

In a careful and complete survey by Campbell in 
532 cases of persistent bedwetters who were sub- 
jected to urological examination, 60% were found 
to have organic pathology. These children had all 
resisted intensive and persistent treatment of ordi- 
nary variety. The pathological condition present 
ranged from neurogenic conditions with cord blad- 
der to almost all of the urological conditions found 
in an adult. Urethrotrigonitis, or irritation of the 
base of the vesical orifice and the posterior urethra 
in both male and female patient, was the most 
common diagnosis. Prostatitis, contracture of the 
bladder neck, and posterior urethra] valves were 
quite common. Renal infection of a chronic type 
was found frequently. Cambell listed 40 different 
final diagnosis in those children found to have 
definite abnormalities. 
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CASE REPORTS 

Case No. 1—M. R., male, 13 years of age. 

Patient had been a bedwetter all of his life. He 
was unable to stay overnight with his friends be- 
cause any unusual excitement caused marked bed- 
wetting. Day voidings from four to six times. He 
had no urgency, but there was marked terminal 
dribbling. During the last few years he would often 
awaken upon starting to void and go to the bath- 
room to finish. Cystoscopic examination revealed 
a contracted bladder neck with inflammation of 
the posterior urethra. Immediately following the 
examination the patient voluntarily stated the uri- 
nary stream was better than it ever had been. 
Following two dilatations of the bladder neck this 
patient was entirely relieved and has had no further 
trouble. He was seen 5 years ago. 

Case No. 2—B. A. B., female, age 15 years. 

Patient had become a bedwetter following scar- 
let fever at the age of 4 years. The urine had al- 
ways been norma! and the patient and her mother 
had been reassured by numerous doctors that the 
child would outgrow the trouble. Day voidings 
were at hourly intervals and if her classes in high 
school were too long, she would lose some urine. 
She wet the bed four to five times or more every 
night. This girl was a nervous, hysterical indi- 
vidual; I don’t blame her; I would be also if I 
feared I was going to wet my clothes all of the 
time. Upon examination the urethra was found 
to be strictured and chronically irritated and in- 
flamed. The urine showed no blood, pus, infection 
or albumin. With painful distention the bladder 
capacity was 300 c.cs. With two treatments using 
hydraulic distentions to the bladder and dilata- 
tions of the urethra with sounds to a size No. 24 F. 
the patient was able to go all night and would go 
for 3 hours in the daytime. She was treated at 
intervals for 4 months during 1936. In a recent 
conversation with the girl’s mother. it was learned 
she had been well until recently, when she began 
to have a slight tendency to frequency, but had 
never wet the bed since she received the above 
treatments. 

Case No. 3—M. J. S., Jr., 34 years. 

Patient seen because of pain in the thighs and 
lower back, urinary infection and total inability to 
work from the pain. History of bedwetting until 
12 or 13 years of age. He joined the army at the 
age of 15 years, and because of recurrent discharge 
and shreds in the urine, was given intensive treat- 
ment as a suspected case of gonorrhea. None had 
ever been found, according to the patient; I be- 
lieve him. Nocturia, three to four times. Day 
voidings, four to six times, with marked hesitancy, 
double voiding and marked terminal dribbling. The 
patient was unable to void in the presence of any- 
one. This is a common finding in a person with 
a congenital obstruction to the neck of the bladder. 
The urine was infected with a mixture of staphy- 
lococci and bacilli. The prostatic secretion was 
full of pus. A cystoscopic examination revealed a 
very marked median bar and a marked posterior 
urethritis. The median region of the prostate was 
approximately three times the normal thickness. 
This patient should have a transurethral resectio 
of this obstruction. . 

COMMENT 

These three cases will suffice to demonstrate 
some of the possibilities in those patients who 
form only 5% of the bedwetters, but who are to 
be pitied if they are not given adequate treatment 
where indicated. Especially the last patient, who 
lived to adult life with a condition which if dis- 
covered and treated while he was still a youth 
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would have saved him thousands of dollars and 
marked disability. 

Urologists see the end results of the neglected 
children. Both men and women in the second, 
third and fourth decades arrive at our offices with 
a pitiful story of trouble all of their lives. Some 
men have long histories of recurrent discharge, 
epididymitis and long years of treatment by mas- 
sage, irrigations and sounds, often with only tem- 
porary relief. Women who are nervous wrecks, 
with the story of marked nocturia up to eight or 
ten times and also day frequency. It is surprising 
the number of these women who will state they 
will wet their clothing if a toilet is not handy. The 
problem in the female is usually much easier to 
correct. Many of the men have such marked 
changes that only surgical intervention will offer 
a hope of permanent relief. 

In conclusion, let me appeal to all doctors to 
view those children more than 4 years of age who 
persist in bedwetting, as though they were your 
own. Would you allow your child to go without a 
thorough examination and adequate treatment 
where indicated? 


15 East Monroe St. 
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DISCUSSION 


Dr. Smith: Thank you very much, Dr. Penning- 
ton. The paper is now open for discussion. 

Dr. Tappan: Mr. chairman, ladies and gentle- 
men, I think we are all very much indebted to 
Dr. Pennington for calling our attention to the 
question of the child whose future very often is 
completely ruined by failure to correct very often 
some simple urinary problem in early childhood. 
One point that Dr. Pennington did not make was 
the duration where it was safe to allow a child to 
go with his bedwetting before urinary investigation 
was carried out. I think in general about three 
months is the limit where simple medical pro- 
cedures, examination of the urine, social environ- 
ment, and so on, are all taken into consideration. 
If there is no improvement at the end of three 
months, then I think that more intensive urological 
examination is indicated. When it comes to the 
question of intelligence, I think what Dr. Penning- 
ton implies is that all grades of intelligence are 
present, from the minimal to almost the genious, 
and not to imply that the average child bedwetter 
has an average intelligence. Also, only about 7% 
of these children are day wetters as well as night. 
If there is wetting during the day, I feel that the 
organic factors should be taken into consideration 
almost immediately. The psychological approach 
cannot be stressed too much, in view of the fact 
that in one of the psychological clinics in this 
country four children out of 26 of their cases came 
to them with the complaint of enuresis. That does 
not mean that the child with the psychological 
problem is a bedwetter. I should like to urge the 
general practitioner and the pediatricians to take 
Dr. Pennington’s paper very seriously, to take any 
child not responding to treatment in three months, 
to subject that child to a more thorough investiga- 
tion than you might otherwise do. 

Dr. Warren: I enjoyed Dr. Pennington’s paper 
very much, and it seems to me he did not empha- 
size the dilatation treatment as to whether he 
considered that a very good treatment, but I 
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judged from the results that he got in the cases 
that he gave that the dilatation treatment in both 
male and female was an excellent treatment. 

Dr. Smith: Is there any further discussion? 
If not, Dr. Pennington, do you have any closing 
remarks? 

Dr. Pennington: As to my feelings on the med- 
ical management, I feel that six months to a year is 


SOUTHWESTERN MEDICINE 225 


the proper trial period, and as Dr. Tappan suggest- 
ed, day voiding is a sign of more serious trouble than 
the night voiding only. As to Dr. Warren’s question, 
the larger percentage of these children will usually 
respond to a simple measure, but the treatment has 
to be based on your findings after a complete uro- 
logic examination. 
Dr. Smith: Thank you, Doctor. 





Treatment of Acute Intestinal Intoxication 
E. H. RUNNING, M. D. 
Phoenix, Arizona 


The treatment of acute intestinal intoxication is 
primarily the treatment of a severe acidosis result- 
ing from: 

1. The development of anhydremia leading to a 
circulatory failure which in turn leads to anoxemia 
and favors accumulation of lactic and which neu- 
tralizes alkali bicarbonate. 

2. Exhaustion of carbohydrates reserve (Luer 
Glycogen in particular) resulting from starvation 
or infection, leads to Ketosis which adds and de- 
pletes the alkali bicarbonate. 

3. Oliguria. while compensatory as far as water 
is concerned may curtail to too great an extent the 
excretion of fixed acid bound to ammonia and re- 
suJts in the accumulation of chloride, phosphate 
and sulphate at the expense of the alkali bicar- 
bonate in the blood and body fluids. 

4. Loss of gastrointestinal secretions through 
vomiting and diarrhea leads to excessive loss of 
fixed base from the blood plasma, the failure of re- 
plenishment of which hinders restitution of dimin- 
ished bicarbonate. 

The treatment of these acidoses as outlined by 
Hartmann, is as follows: 

1. Total restriction of food,—this is a variable 
point however, many men feel that such substances 
as scraped apple and bananas have a definite pur- 
pose in the detoxification of the bowel. Withhold- 
ing food for a 12-hour period however, can do no 
harm. 

2. The administration of sodium lactate solution 
to relieve promptly the acidosis and to relieve at 
least partially the dehydration. The usual dose is 
50 c.c. of % Molar solution per kilogram of body 
weight. A part should be injected intravenously to 
restore as quickly as possible diminished blood vol- 
ume, while the remainder is administered subcu- 
taneously or intraperitoneally. 

3. Administration of Hartmann’s solution by 
mouth. 

4. The administration of dextrose solution to 
furnish fuel to relieve ketosis and help in reestab- 
lishing the glycogen reserves of the body. These 
may be given subcutaneously in 5% solution with or 
without normal saline, or 10% by slow intravenous 
injection. 

5. The administration of citrated whole blood. 
This should not be resorted to until after the fluid 
balance has been well restored, inasmuch as trans- 
fusion given in the presence of marked blood con- 
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centration may result in farther increase in plasma 
protein content and intensification of the phenom- 
ena of anhydremia. Blood transfusion tends to re- 
establish the plasma protein level in the recipient 
and tends to prevent the development of secondary 
nutritional edema. It may also furnish some bac- 
terial antibodies, particularly to B. Coli. 

The procedure can usually be carried out satis- 
factorily within the first 12 hours. Should severe 
diarrhea continue, the parenteral administration of 
physiologic buffer solution may have to be repeated 
two to three times daily or given continuously by 
slow intravenous drip. The presence of vomiting 
and distention often necessitates the use of the 
Wangensteen apparatus. 

Once this acidosis is under control you are then 
ready to “check the diarrhea.” I purposely omit 
any mention of bismuth, paragoric and castor oil 
because most present day writers do not feel it has 
any place in the treatment of diarrhea, and certain- 
ly not in the acute intestinal intoxication group. 
Enemas are used mostly in home treatment. The 
apple and banana diets are valuable agents to be 
used to detoxify the bowel and are often well tol- 
erated. 

The milks which are used and often well tolerat- 
ed are usually defatted, and carry a high protein 
content. Commercial powdered protein milk is 
very reliable. Most formulas have as their base a 
diluted skimmed milk to which is added a sugar and 
calcium cascarate. These milks are used to support 
the nutrition until diarrhea has subsided enough 
to add other foods. 

The role of contributing infections of the body 
must not be forgotten and it should be remembered 
that otitis and mastoiditis are often unsuspected 
contributing factors to the toxicity and require 
treatment. 

The specific anti-sera have been used with some 
success in Shiga infections. Others are being de- 
veloped for Flexer and Hiss-Y. I have had no ex- 
perience with them. 

The treatment resembles that for typhoid fever 
management and requires good nursing care. 

At its best the return to normal after a severe in- 
testinal intoxication is a long drawn out process 
taxing both patient, parent and doctor. 

It has been said that without diarrhea there 
would be no pediatricians. Diarrhea is to the Pedi- 
atrist, what appendicitis is to the surgeon. 


15 E. Monroe St. 
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DAMAGING MISTAKES 


No one but a hopeless idiot would argue that 
all is perfect in this best possible of worlds. Abuses 
there are, misery thrives along Park Avenue and 
Railroad Alley alike, tears flow in many a wretched 
home. Today, partly because of rapid methods of 
communication, people are more than ever aware 
of widespread despair. But yesterday it was like- 
wise present. 

Many men and women with big hearts are de- 
voting their lives in the service of their unhappier 
fellows. Various schemes are advanced for partial 
alleviation of the lot of the unfortunates. So 
many of these plans are launched with high hopes, 
sometimes on oceans of prayers. It is tragic to 
acknowledge that to date only failure has come to 
most of these moves for the betterment of man. 

Schemes for the better distribution of competent 
medical care have of late occupied prominence in 
the public eye. Most of these have been based upon 
revolutionary concepts; many have subsequently 
foundered on this shoal. The ideal plan for medical 
help for all the population has not yet been con- 
ceived. Perhaps one day experimentation of the 
intelligent sort, free from acrimony, divorced from 
politics, may point the way. To date unbiased 


judgment must decide that the time-tried methods 
of private, individualized American medicine is far 
and away the very best system yet devised. 

San Francisco inaugurated a plan for medical 
care that early bore promise for all concerned. 
That scheme has come to grievous times and bids 
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fair to fail ingloriously. Reasons cry at the reader 
of the following:' 


The troubles that have dogged San Francisco’s 
venture into compulsory health insurance since its 
beginning several months ago continue to pile up. 
When the city’s 15,000 municipal employees were 
originally placed under this panacea, some pre- 
dicted that a medical millennium was at hand. 
The subscribers would pay only $2.50 a month for 
medical care. The doctors would be amply com- 
pensated on a unit basis. The project couldn’t go 
broke because the scheme provided that, in the 
event of any shortage, it would be divided pro- 
portionately among the physicians with claims for 
service. 


Since then, the 1,000 physicians on the organiza- 
tion’s panel have discovered that if the service 
can’t go broke, they can. Shortages, they claim, 
have become the rule. And every attempt of the 
administrators to get the service out of the red 
has resulted in another raid on the doctor’s fund. 


The first serious difficulty was encountered 
when Dr. Edwin L. Bruck, San Francisco County 
Medical Society president, made public a number 
of complaints from panel members. They charged 
the administration with arbitrarily paring indi- 
vidual fees. 

On the heels of this came an official announce- 
ment from Jesse Cameron, executive secretary of 
the service, that all bills for January would be cut 
in half. Reason, he explained, was that the pa- 
tients had run up $38,000 worth of care in one 
month. Against this in the treasury there was only 
$20,000. 

To this jolt was added a notification from Medi- 
cal Director Walter B. Coffey, that doctors would 
no longer be able to collect until six months after 
rendering service. This delay, he said, was neces- 
sary because of all the record-keeping involved. 


Soon after, Dr. Coffey announced more sad news. 
The fee schedule, he asserted, was not sufficiently 
“elastic”; it would have to be replaced by a “slid- 
ing scale.” The existing schedule, he said, could 
still be used. Only the fees specified on it would 
become “maximums,” with minimums approxi- 
mately 50 per cent less. In other words, instead of 
receiving $150 for an appendectomy, as called for 
by the schedule, the doctor would get from $75 to 
$150. 

This, as Dr. Bruck put it, would “make the mini- 
mum the maximum in almost every case.” Where- 
upon the San Francisco Medical Society filed a 
formal protest. At this writing, the physicians are 
still waiting to learn their fate. 

While fees have plummeted downward, admin- 
istrative costs remain high. A number of physi- 
cians have even described them as “exorbitant.” 
Cameron King, president of the board of directors, 
admits that a survey of the clerical staff showed 
low efficiency and many overlapping duties. Two 
of the three directors up for re-election have re- 
fused to run again. Both had been voted down 
after moving that directors have access to the as- 
sociation’s list of administrative officers, duties 
and salaries. 

In an interview, one of these officers, James L. 
Quigley, disclosed that he had made his motion be- 
cause of subscribers’ criticisms concerning admin- 
istration expenditures and alleged politics in ap- 
pointments. He revealed that he had never ob- 
tained the information he sought. 
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“There have been differences of opinion on the 
board,” Quigley stated. “Since I don’t know what’s 
going on, even though I’m a director, I can’t ex- 
press myself either way on administrative expendi- 
tures. They feel I’m an obstructionist on the 
board. So I’m leaving it.” 

To the physicians’ other headaches has been 
added competition from drugless healers. Al- 
though returns from a questionnaire sent patients 
showed that only 183 out of 15,000 requested the 
services of osteopaths, chiropractors or naturo- 
paths, it has been decided to admit the latter to 
the panels. Subscribers now may be treated by one 
of these practitioners instead of an M.D. 


And yet the Great Planners of the State have 
learned, Bourbon-like, nothing from former mis- 
takes. Is it possible that one day they may decide 
to consult the doctor? 


(1) Medical Economics, May, 1939. 





MECHANISM OF DISCONTENT 


Most settlements of any size have a town clown, 
a depot fool, and a noisy little boy who always sits 
on the front row at the local movie house and 
throws peanuts at the screen to attract attention 
to himself. Nobody knows much what happens to 
the funny little town clown or to the rather piti- 
ful depot fool; but everybody knows what happens 
to the loud little boy when he grows up. He be- 
comes a joiner. He is still obsessed with a mania 
for attracting attention to himself by the loud 
noises he makes. His advice is not usually sought; 
he just ladles it out anyway. Now, when enough 
loud little boys get together they can form some 
sort of a committee. The whacking din they col- 
lectively manage to raise booms over the tundra 
and it costs a strong willed man some effort to 
keep from turning his ear in the direction of the 
self-applause. 


Most of the chaps we now speak of go through 
life with a notion that the worth of an idea must 
be gauged by the violence of the sound waves at 
its birth. Most of them, too, never feel that they 
have been fully heard. They have been told that 
women usually have the last word. but, by heck, 
they aren’t going to be put in the shade by any 
female. So the merry business of trying to out- 
shout an echo goes on. However, in all good 
humor it must be admitted that the steadier seg- 
ment of the population gains a good deal of amuse- 
ment from the spectacle staged by the louder ones 
in loping through the rites of self-idolatry. 

The famous Committee of Physicians has re- 
cently labored again and brought forth another 
litter of mice. Hosannahs should ring over Amer- 
ica over the joyous news that it is now “their in- 
tention to subject to scrutiny and to expose to the 
light of public opinion and more especially to the 
physicians of this country, projects or actions of 
government or of organized medical or lay groups.” 
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Wouldn’t we be in a tough fix if we didn’t have 
these giants to strut sturdily between us and the 
bad works of the devils they have conjured? Shiv- 
ers of love for our fearless protectors must surely 
wiggle up our spines when we learn that “they 
have felt constrained to adopt an uncompromising 
attitude toward projects or measures that obvious- 
ly violate the fundamental ends for which they 
have united, namely, the protection and improve- 
ment of the quality of medical care.” Our heroes 
“have proclaimed interest in education and inves- 
tigation, establishment, maintenance and employ- 
ment of standards of competence and merit, the 
need for expert control, all features that are in- 
compatible with static uniformity.” Hoorah for 
Home, Mother, and the Flag! 

Quiet reason must certainly lead one to conclude 
that the only body in the United States of America 
at all competent to speak for the profession of 
medicine in this country is the American Medical 
Association and its constituent state and county 
societies. Never yet has the cathedral janitor been 
designated to prosecute a cause in sainthood be- 
fore the College of Cardinals or the Pope. Like- 
wise, it appears desperately presumptuous of the 
Committee of Physicians to muscle into the coun- 
cils of organized medicine and the legislative bodies 
of the land. Rather, let them join the great mass 
of common fellows who believe in democracy and 
take their places as workers in the ranks. Amer- 
ican medicine is headed for high places. Let not 
the humorous fringes attempt to block its progress. 





V. FISHBEIN 


Twice in recent weeks has the editor of the 
Journal of the American Medical Association, Dr. 
Morris Fishbein, been haled into Texas district 
federal courts to defend his stand on the side of 
scientific medicine. Both court actions have re- 
sulted in verdicts for the defendant. Suits against 
Dr. Fishbein and the American Medical Association 
seem to end that way. In all the dreary proces- 
sion of the disgruntled none has been able yet to 
refute the truth as so ably defended by Dr. Fish- 
bein. Brinkley at Del Rio, Brunson at El] Paso— 
both had their day, and now public opinion asks 
for settlement of the chit. 

The court battles well exemplify another phase 
of the activities of America’s medical trust. The 
question is being asked more frequently in Texas 
as to just why it should be necessary for a private 
agency to assume the lion’s share of the burden of 
protection of the public’s health and welfare. It 
is dawning upon good citizens that perhaps the 
state legislature should provide more stringent reg- 
ulations of the activities of the gentry outside the 
pale of scientific medicine. Until something is 
finally done by our law-making bodies to take over 
this duty, the public must continue adding to its 
debt to Morris Fishbein and the American Medical 
Association. 
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COULD BE! 


COULD BE, the ARIZONA SECTION of South- 
western Medicine would be informative, interest- 
ing, alive and full of pep if you, physician-reader, 
would lend your literary support. 

COULD BE, the SECTION would give an account 
of your recent graduate studies, your certification 
by some Board, or whatever professional accom- 
plishment you have recently attained if you would 
tell us about it. 


COULD BE. a scientific paper, a hospital staff 
report, an interesting case report, something, any- 
thing that is “tops” in your own medical or surgi- 
cal experience might be printed here if you would 
but submit it for publication. 


COULD BE, you of Apache, Cochise, Coconino, 
Gila, Graham, Greenlee, Mohave, Navajo, Pima, 
Pinal, Santa Cruz, Yavapai, and Yuma—for we 
are largely Maricopa as it is—COULD BE, we could 
have as readable a section as any Medical Journal 
in the country if you would but contribute a dash 
of your best humor; a helping of your best medical 
or surgical thought, or a full dose of your best ideas 
on medical economic problems. Some of you must 
write now and then, so why not write to us. 
COULD BE, some one will! 





PROFESSIONAL NEWS 


St. Joseph’s Hospital, Phoenix, has inaugurated 
a new service by employing a full-time pathologist. 
Dr. Onie O. Williams, a graduate in medicine from 
Vanderbilt University, 1928, with three years’ 
training in pathology at the University of Cali- 
fornia, two years as instructor in pathology at the 
University of Oklahoma, and certified by the 
American Board of Pathology, is filling this post 
at the hospital. This is qa service which the hos- 
pital has contemplated for some time, its fulfill- 
ment marking a step forward in hospital pro- 
cedure. 





Dr. Dermont W. Melick of Williams, Ariz., a 
graduate in medicine from the University of Penn- 
sylvania, is in attendance at the University of 
Wisconsin, State of Wisconsin General Hospital, 
doing two years graduate work in surgery. He has 
also just completed ten months graduate work at 
his alma mater in the same specialty. Dr. Melick, 
a member of the Arizona State Medical Associa- 
tion, has resigned his membership on the Com- 
mittee of Tuberculosis Control, due to his con- 
tinued absence from the state. 





Dr. John W. Pennington, of Phoenix, has re- 
turned from White Sulphur Springs, Virginia, 
where he was certified by the American Board in 
Urology and inducted into membership in the 
American Urological Association. While at White 
Sulphur Springs, Dr. Pennington attended the an- 
nual session of the American Urological Society, 
going from there to Philadelphia, where he took 
graduate work at Jefferson Medical College under 
Dr. David M. Davis, formerly of Phoenix. 


PRELIMINARY REPORT ON THE AMER- 
ICAN MEDICAL ASSOCIATION STUDY 
OF NEED AND SUPPLY OF 
MEDICAL CARE 


The objective of the American Medical Associa- 
tion survey was to obtain the facts about the need 
and supply of medical care in the United States. 
Like a scientific diagnosis of a sick person, this 
survey was not made to fit a prescription already 
written; unlike a quack diagnosis, it was not made 
to prove that society needed the remedy most 
profitable to the quack. 

There have been many surveys of an entirely 
different. kind. They are easier to conduct. To 
prove that ‘40 million people” need medical care 
which they do not receive it is only necessary to 
start with a definition of illness which fits nearly 
everyone. This is easy. There are few physically 
perfect persons. 

The three surveys that furnished most of the 
propaganda projectiles now being hurled at the 
medical profession all followed this recipe. The 
Committee on the Costs of Medical Care defined 
illness to include absence from work or school or 
the expenditure of 50 cents in a drug store.’ The 
California Medical Association survey used prac- 
tically the same definition. The Interdepartmental 
Committee to Coordinate Health and Welfare Ac- 
tivities, to get the even larger amount of illness 
needed to provide propaganda for its proposed bil- 
lions of expenditures and political machinery, ex- 
panded the definition still further to include any 
previous injury that the family could remember to 
list for the W. P. A. inquirer. A lost arm, hand, 
eye, or other physical defect resulting from a pre- 
vious accident or injury became an “illness” re- 
quiring medical treatment. 

To further fit the diagnosis to the proposed 
remedy, it was assumed that all persons to whom 
such an “illness” was ascribed needed and desired 
medical treatment. These surveys then measured 
medical care by the amount spent by different 
economic classes, disregarding the fact that med- 
ical service is almost the only commodity priced 
according to the income of the buyer or given 
without charge. Having assembled these symp- 
toms the surveyors were eager to supply the rem- 
edy for which this diagnosis had been prepared— 
compulsory sickness insurance. 

ANOTHER KIND OF SURVEY 

The American Medical Association, in undertak- 
ing a “Study of the Need and Supply of Medical 
Care,” did not first decide on the treatment and 
then make a diognosis to fit the proposed treat- 
ment. Information was sought from every avail- 
able source. The medical profession already knew 
that physicians are not the only source of in- 
formation as to the need and supply of medical 





1. Publication No. 26 of the Committee on the Costs of Med- 
ical Care on ‘“‘The Incidence of Illness and the Receipt and 
Costs of Care Among Representative Families.” (Page 8), gives 
the following definition of illness: ‘‘For the purposes of this 
study an illness is defined as any disorder which wholly or par- 
tially disables an individual for one or more days or as any 
experience for which medical service of any kind is required. 
Any condition, symptom, or disorder for which drugs costing 
fifty cents or more are purchased is considered an illness.” 
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care, although it would seem that they are a suf- 
ficiently important source not to be almost com- 
pletely ignored, as they were by other surveyors. 

Nine special forms were prepared and distributed 
for reporting the necessary information. One of 
these was addressed to physicians and dentists. 
Eight were distributed to other sources as follows: 
hospitals; nurses; health departments; private or 
governmental welfare and relief agencies; private 
and public school systems; universities and col- 
leges; industrial, fraternal, mutual benefit, group 
hospitalization, and similar organizations; and 
pharmacists. It is worthy of notice that the ex- 
cellent co-operation resulted in a much larger per- 
centage of replies from these sources than was re- 
ceived from physicians and dentists. 


All previous surveys coverd a much smaller per- 
centage of the population and of the geographical 
area of the United States than the American Med- 
ical Association study. Five Hundred and two 
county medical societies made returns from 1763 
counties in 37 states. The total population of these 
counties in 1930 was 43,790,068. 

This survey is more nearly representative of 
both urban and rural populations than any pre- 
vious study. Using the standard accepted by the 
United States Bureau of the Census prior to 1930, 
it is assumed that the urban population is com- 
posed of those living in cities of 2,500 population 
or more and that all others were rural. Accord- 
ing to this standard, the urban population included 
in this survey was 28,694,853, and the rural 15,- 
095,215. The interdepartmental committee survey 
was confined almost exclusively to urban residents, 
although the report itself drew many conclusions 
concerning conditions in rural districts. 

Every section of the country was covered. Re- 
ports were received from practically every county 
in eight states. Returns are still being received 
and the final report will be even more complete in 
its coverage. The Committee on the Costs of Med- 
ical Care studied 39,183 persons and the Inter- 
departmental Committee obtained information by 
house-to-house visits from approximately 2,800,000 
persons. These previous surveys apparently did 
not derive data from as many different sources as 
were used in the American Medical Association 
study, and they started with the sort of definition 
of illness already described. 

The American Medical Association survey was not 
designed primarily to produce a statistical report 
but rather to obtain a concensus of opinion as to 
the need and supply of medical care, yet it re- 
vealed certain statistics of sufficient accuracy to 
be worthy of presentation. Replies were received 
from 20,199 physicians and dentists. Many coun- 
ties did not separate returns from physicians and 
dentists, and in some localities forms were sent 
only to physicians. The ratio of returns received 
from physicians and dentists in counties where a 
separation was made leads to the conclusion that 
about 17,000 of the 20,000 forms returned were 
filled out by physicians. These 17,000 physicians 
reported giving medical service without charge to 
2,611,451 persons. This is a little more than 5 per 
cent of the population covered by the study. Since 
the number replying was less than 25 per cent 
of the physicians covered, we are certainly within 
safe limits of error if we assume that double this 
amount of gratuitous service was given in all the 
physicians’ offices and patients’ homes during this 
period. This would mean that 10 per cent of the 
population was given this type of free service. This 
same fraction (about 25 per cent) of the total 
number of physicians gave 1,909,713 hours of service 
in hospitals and clinics; this service is in addition 
to the care of patients at home or in physicians’ 
offices. Any sort of calculation based on these 
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facts demonstrates that the previously used esti- 
mate of $1,000,000 per day of free service by physi- 
cians in the United States is far below the actual 
figures. These preliminary estimates will be re- 
vised, if necessary, in the final report. Another 
and more detailed—and probably more accurate— 
check of the amount of free services given by 
physicians will be provided when Forms 1F are 
completed and tabulated. 

The co-operation received from sources other 
than the medical profession was especially grati- 
fying. Hospitals, nurses, health departments, pri- 
vate or governmental welfare and relief agencies. 
private and public school systems, universities and 
colleges, industrial, fraternal, mutual benefit, 
group hospitalization, and similar organizations, 
and pharmacists filled out 13,933 forms. 


WHAT THE REPLIES INDICATE 

Next in significance to the comprehensiveness 
of the sources of information is the unanimity of 
the replies. If the nurses, hospitals, health de- 
partments and relief organizations had differed 
sharply with the physicians as to the adequacy and 
accessibility of medical care, there would have been 
justifiable suspicion of the accuracy of the survey. 
No such conflict appears in reports from any sec- 
tion of the United States. Whenever physicians re- 
port inadequate provision of medical care by re- 
lief authorities, this judgment is confirmed by 
welfare and relief officials. Wherever physicians 
found difficulty in procuring hospitalization for 
certain classes, hospital authorities say there are 
too few beds. When fully 90 per cent of the physi- 
cians find that practically every person needing 
and desiring medical service can obtain it, the 
hospitals, health departments, nurses and welfare 
workers confirm this report. The reason for this 
unanimity is clear. All were dealing daily with 
different phases of the same set of facts and not 
with theories. They all saw the same thing, and 
the reports of what they saw were bound to agree 
if stated honestly and accurately. Such differences 
aS appear were shared by each category of re- 
porters. 

The points of general agreement are also sig- 
nificant. There was almost complete unanimity 
and universality of opinion that medical services 
provided by governmental agencies were the ones 
most apt to be insufficient. Governmental pro- 
visions for medical care for the indigent are every- 
where inadequate, except as supplemented by gra- 
tuitous services of physicians. From many states 
came complaints of overcrowded facilities for the 
care of the mentally diseased, the feebleminded 
and the tuberculous. For these categories of pa- 
tients greater expenditures are recommended. 
School examinations tend to become perfunctory 
and are not followed by treatment of the defects 
discovered. This is most frequently explained as 
being due to indifference or objections of parents 
to medical care, although there is occasional criti- 
cism of lack of interest on the part of school au- 
thorities in following up physical examination with 
action. 

To the key question—which the survey was pri- 
marily designed to answer—of whether any large 
section of the population is unable to obtain needed 
and desired medical care, the answer is so nearly 
unanimous and universal that it should be con- 
sidered conclusive. Fully 90 per cent of all the 
sources consulted reported that they knew of no 
significant number of persons needing and seek- 
ing medical care who were unable to obtain it. 
Nurses, health departments, relief and welfare 
workers, school and university authorities, indus- 
trial and mutual organizations, and pharmacists 
were all asked how many, if any, persons of which 
they had knowledge had been unable to obtain 
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needed medical care. They were then asked to 
comment on any such unmet need and offer sug- 
gestions as to how it would be met. These sugges- 
tions and comments are now being analyzed and 
compiled, and promise to offer a body of helpful 
criticisms and proposals of value in developing 
better plans for providing medical care. 

The overwhelming majority of opinions from all 
sources agree that, far from there being forty 
million, there are not four million or even one 
million persons in the United States who are de- 
nied needed medical service. Reports of inability 
of individuals to secure service are usually accom- 
panied by suggestions of changes in the local or- 
ganization of medical care by which the needed 
service can be supplied, and there are numerous 
reports of such changes being made as a result of 
the survey. 

When to thoce direct and specific facts are 
added the many comments and suggestions by the 
most competent body of trained observers on med- 
ical conditions in the United Statees, the total is 
the most comprehensive and accurate survey of the 
need and supply of medical care ever collected. 
While a full analysis and discussion of comments 
must await the completed report, sufficient study 
has been made to permit some generalities. 

Naturally, only a minority made any comment 
whatever on the lack of medical services and fa- 
cilities, and it would seem safe to suppose that 
lack of comment. on this subject indicated a failure 
to observe sufficient lack of medical care to de- 
serve notice. Much more than a majority of the 
comments are to the effect that all those who 
needed and sought medical care received it. Ex- 
amples of failure to secure such care when needed 
were susually explained as being due to local con- 
ditions not generally difficult to remove. In ad- 
dition to the inadequacies already mentioned, nu- 
merous observers noted the lack of proper accom- 
modations for chronic illnesses, transients and 
convalescents. Although general proposals for im- 
provements in the organization of medical service 
were numerous, they formed but a small percent- 
age of all comments. This was especially true of 
such sweeping recommendations as compulsory 
health insurance. There were many suggestions 
that plans of medical societies now under way of- 
fered possibility of removing many of the diffi- 
culties and that some system of prepayment might 
be desirable for the low income class. 


LOCAL TREATMENTS OF THE SURVEY 


In the original plan for the survey it was urged 
that each county medical society appoint a com- 
mittee to discuss all of the findings and to prepare 
a report, with recommendations for improvement. 
There were many county medical societies in 
which this was done. Some of these committees 
prepared reports in the form of bound volumes of 
considerable size and incuding special types of in- 
vestigation or material from previous local studies. 
Such county medical societies found that the sur- 
vey, when utilized in such a thorough manner, 
formed a new foundation for local medical pro- 
gress. 9 

State medical societies were urged to take the 
county reports, and after adding an analysis of 
statewide medical activities, to summarize the sit- 
uation in the entire state and offer suggestions for 
improvements in medical organization. Some state 
medical societies deserve special mention for the 
service which they rendered the medical profes- 
sion of their own state and of the country in mak- 
ing such a summary. New Jersey may be offered 
as an outstanding example; its state report forms 
a large volume which covers every type of medical 
problem and lays the foundation for further study 
and for solutions where these are possible. It is 
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noteworthy that while several states pleaded lack 
of funds as a reason for not undertaking the thor- 
ough analysis, discussion and summary which were 
urged, New Jersey reports that only about $1,100 
was expended in preparing its report. Examples 
of studies in individual counties and states have 
already been published in The Journal of the 
American Medical Association. 


Note: This report as compiled by the Bureau of Medical Eco- 
nomics was presented to the House of Delegates, A.M.A.. May, 
1939, the results of the Survey in Arizona being comparable in 
virtually every repect to the findings in the nation as a whole. 


* J. D. HAMER, M.D., 
Arizona Delegate to A. M. A. 





AN OPPORTUNITY WORTH UTILIZING 


The attention of the Arizona profession is called 
to the following: ; 

An American Congress on Obstetrics and Gyne- 
cology will be held in Cleveland, Ohio, September 
11 to 15, 1939, to study present-day problems on 
obstetrics and gynecology, and to make some at- 
tempt at the solution of these problems. 

The purpose of the Congress: “To present a 
program for our present-day medical, nursing and 
health problems from a scientific, practical educa- 
tional and economical viewpoint so far as they re- 
late to human reproduction and maternal and neo- 
natal care.” It is the desire of the committee 
on this Congress that all those persons interested 
in any way in the subject of obstetrics should at- 
tend the various meetings or at least contribute 
to the support of this worthy undertaking. The 
subjects to be discussed are not entirely medical 
and considerable time will be given to legal as- 
pects, humanitarian, sociological and ethical as- 
pects of the various subjects under discussion. It 
is hoped, therefore, that not only will the medical 
profession itself wholeheartedly enter into this 
project, but that nurses, public health workers, 
hospital superintendents and those indirectly con- 
cerned may become interested. 

The morning sessions will consist of a series of 
interesting papers followed by a round-table dis- 
cussion. Both afternoon and evening sessions will 
be devoted to those subjects closely allied to ob- 
stetrics itself, but of particular interest to nurses 
and public health workers. Elaborate plans have 
been made for a scientific and educational exhibit. 
as well as a most complete technical or commercial 
display. 

The membership fee is $5, which includes a 
year’s membership in the American Committee on 
Maternal Welfare and registration in the Congress 
in September. It is hoped that those in our state 
who have a sincere interest, either directly or in- 
directly in obstetrical problems, will without delay 
make application for the Congress. 





SUMMER DIARRHEA IN BABIES 


Casec (calcium caseinate), which is almost whol- 
ly a combination of protein and calcium, offers a 
quickly effective method of treating all types of 
diarrhea, both in bottle-fed and breast-fed infants. 
For the former, the carbohydrate is temporarily 
omitted from the 24-hour formula and replaced 
with 8 level tablespoonfuls of Casec. Within a day 
or two the diarrhea will usually be arrested, and 
carbohydrate in the form of Dextri-Maltose may 
safely be added to the formula and the Casec grad- 
ually eliminated. Three to six teaspoonfuls of a 
thin paste of Casec and water, given before each 
nursing, is well indicated for loose stools in breast- 
fed babies. Please send for samples to Mead John- 
son & Company, Evansville, Indiana. 
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The large registration and attendance was ex- 
tremely gratifying and flattering to the officers of 
the Society and the members of the McKinley 
County Medical Society, who had worked earnest- 
ly and assiduously to make the meeting a success, 
securing well-known men, at tops in their special 
lines, to give the last word on the advance of medi- 
cine and scientific treatment of disease. The con- 
sensus of opinion of those in attendance was that 
it was one of the best meetings ever held by the So- 
ciety. 

In his presidential address (which has already 
been published in the Journal), Doctor George T. 
Colvard (Deming) proposed that the House of Dele- 
gates of the Society select a committee on “Medical 
Care and Economics” fully authorized to act for, 
and endeavor to present a workable solution to the 
agencies concerned with indigent services. 

. ADMITTED TO MEMBERSHIP 

Dr. V. E. Franklin, Socorro. 

Dr. G. L. Herman, Socorro. 

Dr. W. E. Nissen, Indian Field Service, Dept. of 
the Interior. 

OTHER APPLICANTS FOR MEMBERSHIP 

Action deferred pending investigation of creden- 
tials: 

Dr. James P. Turner, Carrizozo. 

Dr. Roy W. Day, Magdalena. 

COMMITTEE APPOINTMENTS AND REPORTS 
Committee on Necrology: 

Dr. C. A. Miller (Las Cruces), Chairman 

Dr. Ashley Pond (Taos) 

Dr. E. W. Lander (Roswell) 
presented Resolution: 

“WHEREAS, The New Mexico Medical Society 
has suffered the misfortune of losing two of its 
esteemed members by death during the past year, 

Therefore, Be It Resolved, That this Society ex- 
press its sincere regrets and extend its sympathy 
to the families of the deceased: 

Dr. T. C. Sexton, Las Cruces, N. M. 

Dr. H. C. Buchly, Roswell. N. M. 

Be It Further Resolved, That this Resolution be 
incorporated in the minutes of the Society and 
copies thereof sent to the families of the deceased 
members. ; 

The wife of our president, Mrs. E. W. Fiske, hav- 
ing died recently, condolences and sympathies are 
extended to the bereaved family.” 

Action taken—approved. 

Committee on Resolutions: 

Drs. Wallace P. Martin (Clovis), Chairman 

Robert O. Brown (Santa Fe) 

Leland S. Evans (Las Cruces) 
presented Resolutions: 

Resolution No. 1— 

WHEREAS, The New Mexico Medical Society is 
completing its three-day annual convention in the 
City of Gallup, and 

WHEREAS, It has during its stay here, been the 
recipient of every courtesy and consideration pos- 
sible, from the El Rancho Hotel and the E] Navajo 
Hotel, which has made its stay more pleasant and 
more profitable, 

NOW, THEREFORE BE IT RESOLVED THAT: 
The New Mexico Medical Society extends its thanks 
to the El Rancho Hotel and the El Navajo Hotel 





for their many courtesies and outstanding hospi- 
tality. 

AND BE IT FURTHER RESOLVED, THAT: 
This Resolution be spread upon the minutes of the 
meeting of the Society and copy sent to each of 
the above mentioned Hotels. 

Resolution No. 2: 

WHEREAS, The Officials of the City of Gallup 
have contributed immeasurably to the enjoyment 
of our stay in the City, and 

WHEREAS, They have untsintedly given an add- 
ed measure of consideration for the many infrac- 
tions of municipal rules and regulations, and 

WHEREAS, We are profoundly cognizant of our 
unworthiness of these many courteous benefactions: 

NOW THEREFORE, BE IT RESOLVED: That 
we do hereby make this feeble effort to repay at 
least the interest on their doubtful investment in 
our civic behavior; 

AND BE IT FURTHER RESOLVED: That a copy 
of this Resolution be sent to the Legislative, Judi- 
cial and Executive branches of the Municipal Gov- 
ernment of the City of Gallup. 

Resolution No. 3— 

WHEREAS, The McKinley County Medical Soci- 
ety by dint of hard work, coupled with a sincerity 
of purpose rarely equaled, has cooperatively ren- 
dered a program of incomparable benefit to the 
State Medical Association of New Mexico: and 

WHEREAS, They individually and collectively 
have expressed a quality of fraternal and civic solic- 
itude and hositality to all members of the medical 
profession assembled here; 

NOW THEREFORE, BE IT RESOLVED: That 
the sincere appreciation of their efforts and suc- 
cess and accomplishment be and is hereby expressed 
by the Resolutions Committee; and 

BE IT FURTHER RESOLVED: That copies of 
this Resolution be sent to the President of the Mc- 
Kinley County Medical Society, and a copy retained 
for the archives of the State Society. 

Resolution No. 4— 

WHEREAS: The Fifty-seventh Annual Meeting 
of the New Mexico Medical Society has been char- 
acterized not only by a scientific program of great 
worth, but likewise by outstanding social enjoy- 
ment, and 

WHEREAS: We as members of the New Mexico 
Medical Society, appreciate the great contribution 
made by the ladies to the success of the meeting, 

NOW THEREFORE, BE IT RESOLVED, That 
the New Mexico Medical Society expresses its heart- 
felt appreciation and thanks to the ladies of the 
members of the McKinley County Medical Society 
for their unremitting and very successful efforts, 
which have so greatly contributed to the success 
and enjoyment of this meeting. 

Signed, 
WALLACE P. MARTIN, 
ROBERT O. BROWN, 
LELAND S. EVANS, 
Committee. 
New Mexico Medical Society, 
In Annual Session at Gallup, New Mexico, 
May 13, 1939. 

Action taken on Resolutions—approved. 

Committee Report: 

Doctor R. O. Brown (Santa Fe), Chairman of 
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Committee on Public Policy and Administration, 
related the activities of the Committe, gave a de- 
tailed account of receipts and expenditures, show- 
ing a present balance of $915.96. While, despite the 
hard, faithful and earnest work of the Committee, 
little was accomplished in securing the legislation 
desired, yet it was felt that there was a measure 
of success in that the defeat was secured of the pro- 
posed “licensing’’ of one of the so-called healing 
professions. 

The House of Delegates considered it advisable 
that the work of the Committee be continued, and 
provided that funds be raised for the purpose by 
increasing the membership admission fee and an- 
nual dues from $5.00 to $10.00 each. 

Committee Appointment— 

Commitee on Medical Economics and Care: 

Dr. J. W. Hannett, Albuquerque, 
Dr. L. B. Cohenour, Albuquerque, 
Dr. Wallace Martin, Clovis. 
OTHER BUSINESS TRANSACTED 

Motion passed that membership admission fee 
and annual dues be raised from $5.00 to $10.00 each 
and that Article 11, page 6 of the Constitution and 
By-Laws, and page 10, Section 4, wherein it is stat- 
ed these shall be $5.00, be changed accordingly. 

Motion passed that a Committee of three be ap- 
pointed, to include the President as ex-officio mem- 
ber, on Medical Economics and Care. 

Motion passed that the Legislative Committee be 
instructed to ask and work for the repeal of the 
tax on professional income, as regards the applica- 
tion of the two per cent sales tax to the profes- 
sion. 

Motion passed that the State Dental Society be 
invited to participate in the next Annual Meeting 
to be held in Albuquerque and have a dental speak- 
er on the program. 

Motion passed that the Secretary be authorized 
to purchase a new typewriter. 

Motion passed that copies of a Resolution passed 
by the Society at the Annual Meeting held in Clovis 
in 1937, defining the activities of the health offi- 
cers and line of demarcation drawn, be made and 
mailed to every Doctor in the State and also to 
2ach health officer. The Resolution follows: 
CO-OPERATION WITH THE STATE DEPART- 

MENT OF PUBLIC HEALTH. 

“WHEREAS, there has been in the past a lack 
of clarity or a turbulence of opinion of the defini- 
tion of the duties of the State Department of Pub- 
lic Health incident to the proper protection of our 
citizens in matters of health and sanitation, and in 
an effort to bring about a closer relationship be- 
tween the State Department of Public Health and 
the members of the Medical Association and a more 
thorough cooperation and coordination of effort, 
now therefore, be it 

RESOLVED, That the members of this State 
Medical Association shall at all times hold them- 
selves in readiness to assist and cooperate with the 
State Department of Public Health in all matters 
of Public Health and Sanitation. That the members 
of this State Association shall meet with the local, 
district or State health authorities and advise with 
and assist in all manners possible and consistent 
with the ethics of the medical proféssion. That 
the members of this State Medical Association will. 
whenever necessary, assist in forming and form, in 
their own particular districts, such educational, ex- 
amination, vaccination and treatment procedures 
as are deemed necessary for the treatment of indi- 
gents and the control of epidemics or disasters. 
That the members of this State Medical Association 
will assist in every possible manner the education 
of the public in all health and sanitation matters. 
That the members of this State Medical Association 
shall, by their efforts, try to overcome the indif- 
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ferences and apathy to the reporting of commun- 
icable diseases and to the proper conduct of quar- 
antines and the enforcement of the laws regarding 
the same. That the members of this State Medical 
Association will render every assistance to the physi- 
cians and nurses of the State Department of Pub- 
lic Health in the ascertaining of the financial 
status of the citizens of their districts and the de- 
termination of who are and who are not to be 
classed as indigents. That the members of this 
State Medical Association shall especially cooperate 
with and assist the State Department of Public 
Health in the formation of clinics for the examina- 
tion and education of the public, in their districts, 
in venereal diseases and the treatment of venereal 
indigents. That the members of this State Medical 
Association pledge themselves to answer the call of 
the State Department of Public Health, whenever 
possible, in cases of major epidemics or public dis- 
asters, and to do everything in their power to ren- 
der assistance until the period of emergency has 
passed. 

Be It Further Resolved, That it is the opinion of 
the members of this State Medical Association that 
the Director of the State Department of Public 
Health and all of his assistants should confer with 
and cooperate with local physicians of each district, 
county or community in matters pertaining to 
health and sanitary conditions in such district, 
county or community. That it is the opinion of the 
members of this State Medical Association that the 
State Department of Public Health should furnish 
such vaccines as are required for indigents and for 
indigents only. That the State Department of Pub- 
lic Health shall conduct quarantine and see that 
the laws regarding quarantine and the reporting of 
reportable diseases are enforced. That the State 
Department of Public Health shall have the regula- 
tion of Public Health measures in the schools and 
shall, with the cooperation and assistance of the 
local physicians conduct such examinations, vac- 
cinations and clinics as may be deemed necessary 
in each particular community. That the State De- 
partment of Public Health shall form, from local 


MEMBERSHIP REPORT CF SECRETARY-TREASURER 
DR. L. B. COHENOUR. 
NEW MEXICO MEDICAL SOCIETY 
Office of the Secretary, 
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May 11, 1939. 
Gallup, New Mexico. 
FIFTY-SEVENTH ANNUAL SESSION 

House of Delegates: 
Gentlemen :— 

I hereby render a report of the affairs of the office of 
Secretary-Treasurer for the term ending with this session: 

At the meeting held in Santa Fe, New Mexico, June 6th, 
1938 there were no members dropped for non-payment ot 
dues. 

Members in the Society at this time are as follows: 

1938 1 








Bernalillo County —_.... inssinoes — ee 49 
Chavez County —.... — See 16 
Colfax County ee 
Curry County ~~... a a 
Dona-Ana County _ a, 
Eddy County - ers ae . ea 
ee 9. “a — 
CE =a — 5... 6 
Lea County —. a« iw 11 
McKinley Coun 12 12 
Quay County casted = ios 6 
San Miguel County —.._. _— —— 
Santa Fe County __ in lasnilbecealsies” Aarne oa diilial es 
Tass Comm .............. ee See 
ences lees, eee, ee 
Members-at-large -~........ ae Se 

Total in good standing at this date... «221 


Five applications for membership were received to be pre- 
sented at this meeting and to be acted upon by the council. 
Death of two members was noted as follows: 

Dr. T. C. Sexton, Las Cruces, N. M... ......-Feb. 22, 1939 
Dr. H. C. Buchly, Roswell, N. M..............._ Jan. 20, 1939 
Respectfully submitted, 

(Signed) L. B. COHENOUR, M. D., 


LBC-em. Secretary-Treaslrer. 
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physicians, such venereal clinics as may be neces- 
sary for the diagnosis and treatment of venereal 
indigents and the education of the general public 
in the gravity of present venereal disease preva- 
lence. That it shall be the duty of the State De- 
partment of Public Health to conduct, with the as- 
sistance of the local physicians, educational cam- 
paigns and clinics in obstetrical and child health 
and hygienics. 

Be It Further Resolved, That in the event of dif- 
ferences of opinion between members of this State 
Medical Association and members of the State De- 
partment of Public Health, that such differences of 
opinion be submitted to the Committee on Public 
Relations of this State Medical Association who 
shall in turn adjust matters with the State Depart- 
ment of Public Health.” 

(Above Resolution adopted at Annual Meeting 
held at Clovis, N. M., adjourned May 15, 1937.) 


SECRETARY-TREASURER FINANCIAL REPORT 
Fifty-Seventh Annual Session 


Council New Mexico Medical Society: 
Gentlemen: 


I hereby submit a report of the financial affairs of the New 
Mexico Medical Society, erding this date: 














Balance on hand at annual report, June 6, 1938... $3037.49 
Delinquent dues collected from 16 members... iat 160.00 
Annual dues collected from 221 members for 1938. 2210.00 
Total cash received to May 11, 1939... «0 407.49 
DISBURSEMENTS 

Reporter for 1938 meeting, balance of one-half fee... $ 175.00 
Secretary’s salary for 1938-1939__ ' spelen _.. 300.00 
Treasurer’s bond for 1938-1939. 5.00 
Southwestern Medicine for 226 members for 1938... 452.00 
Legislative fund $5.00 per member .. 1130.00 
Walsh Printing Co. (1000 letter heads)_...-»»SE>E 7.25 
American Medical Association (1938 Directory)... 15.00 
Legislative fund for (Drs. Wellman, Amble, Campbell 

& McCreary) 20.00 
Strone’s Book Store (Account Book, ledger).._ 5.71 
Legislative Fund for (Drs. Meacham, Hubbard, Funk, 

Sheridan, Barnes) —. —— 25.00 
Legislative Fund for (Drs. Rice, J. R. Scott)_....__ 10.00 


Southwestern Medicine per capita for 1938; 11 members 22.00 
Legislative Fund for (Drs. McGee, Gregory & Merrill) 15.00 











Southwestern Medicine per capita 1938 for 3 members 6.00 
Walsh Printing Co. (500-3c stamped envelopes). 18.37 
Legislative Fund 1939 for 122 members advanced to Dr. 

Brown __ 610.00 
Reporter to State Meeting one-half in advance... inet 75.00 
Legislative Fund 1939 for 85 members... = 425.00 
Legislative Fund 1939 for 14 members. 70.00 

I siieiicscectbasiciatcuininiciaiin . 3286.33 
SEE 
OUTSTANDING INDEBTEDNESS 
Southwestern Medicine for 1939 for 221 members . $ 442.00 
Secretary’s Salary for 1939-1940_. ——_ ae 
Reporter for 1939 meeting, balance in “‘full___ 75.00 
Treasurer’s bond for 1939-1940_ Seleniseiatisinsaaccit 5.00 
Approximate total indebtedness. siedsseacesdadien 822.00 
Expected balance after all bills are “paid. a 


Respectfuly submitted, 


(Signed) L. B. COHENOUR, 
Secretary-Treasurer. 


President-elect—Dr. W. B. Cantrell, Gallup. 
Vice-President—Dr. W. P. Martin, Clovis. 
Secretary-Treasurer—Dr. L. B. Cohenour, Albu- 
querque (Re-elected). 
Councillors for Three Years: 
Dr. R. L. Bradley, Roswell. 
MEETING PLACE 1940—Albuquerque. 


Board of Managers, Southwestern Medicine: 
(Appointed by the Council) 
Dr. George T. Colvard, Deming. 
Dr. W. B. Cantrell, Gallup. 
Delegates Appointed: 
To A.M.A.—Dr. H. A. Miller, Clovis. 
Dr. R. A. Brown, Santa Fe. 
To Texas—Dr. C. A. Miller, Las Cruces. 
To Colorado—Dr. C. H. Gellenthein,( Valmora. 
To Arizona—Dr. Leland S. Evans, Las Cruces. 
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SOCIAL FEATURES 

On Thursday evening, a buffet dinner was given 
at the El Navajo Hotel in honor of the visiting 
physicians and their ladies. An elaborate tasty re- 
past tickled the palates of the guests, while rare 
liquid refreshments served to assuage the dry thirst 
accumulated during an afternoon of scientific dis- 
course. Moving pictures of the Inter-Tribal Indian 
Ceremonial were shown, after which the ladies were 
politely but firmly invited to leave, as the annual 
Smoker of the Association is strictly a stag affair. 
Musical and tap dancing numbers were then staged 
by the Entertainment Committee, and shortly be- 
fore the approach of the zenith hour, a short ses- 
sion of glamorous swing privided a pleasing eyeful. 


On Friday evening, the annual] dinner dance was 
held at the Hotel El Rancho and proved to be a 
very delightful affair. The guests were also enter- 
tained by a group of Taos Indian dancers from Fort 
Wingate in the hotel lobby. 

The visiting ladies were entertained at luncheon, 
given opportunity to visit Indian trading posts in 
the vicinity, including a trip to Zuni, and thor- 
oughly enjoyed the thoughtful courtesies and at- 
tentions prepared by the Women’s Entertainment 
Committee, of which Mrs. J. W. Stofer was Chair- 
man. 


Those registered were: 


Drs. Accardi, Vincent, Gallup, New Mexico. 
Anderson, Nelson Paul, Los Angeles, Calif. 
Armistead, E. K., El Paso, Texas. 
Arnold, Charles H., Lincoln, Neb. 
Anthony, William D., Gallup, New Mexico 
Austin, Frank H., Carlsbad, New Mexico 
Armstrong, J. R., G. E. X-ray Corp. 
Beaver, E. B., Gallup, New Mexico. 
Brown, Robert O., Ganta Fe, New Mexico 
Brewer, A. E., Tucumcari, New Mexico 
Burgy, Charles, Dallas, Texas. 

Bank, Joseph, Phoenix, Arizona. 

Broover, Edgard B., Gallup, New Mexico 
Bowen, Sarah, Dixon, New Mexico. 
Barnes, D. K. 

Burnett, A. L., Durango, Colo. 

Best, R. R., Omaha, Nebraska. 

Bechtold, F. E., Santa Fe, New Mexico. 
Ballinger, I. B., Albuquerque, New Mexico 
Bennett, J. Travis, El Paso, Texas. 
Campbell, E. A., Albuquerque, New Mexico. 
Conner, Paul J., Denver, Colo. 

Cornish, P. G., Albuquerque, New Mexico. 
Cantrell, W. B, Gallup, New Mexico 
Culpepper, M B, Carlsbad, New Mexico 
Cohenour, L B, Albuquerque, New Mexico 
Corr, Philip, Riverside, Calif 

Colvard, George T, Deming, New Mexico 
Crumper, W., Pueblo, Colo. 

Coogan, A. S., Crown Point, New Mexico. 
Daniel, W. H., Los Angeles, Calif. 

Donlin, V. G., Albuquerque, New Mexico 
Evans, Leland, Las Cruces, New Mexico 
Elliott, W. M., Durango, Colo. 

Epler, Crum, Pueblo, Colo. 

Fiske, E. W., Santa Fe, New Mexico 
Finney, R. H., Pueblo, Colo. 

Goodwin, Frank, El Paso, Texas. 

Godfrey, E. B., Santa Fe, New Mexico. 
Gore, George J., Albuquerque, New Mexico 
Glasier, W. F., Carlsbad, New Mexico 
Goubeaud, H. J., Brooklyn, New York 
Green, Chester P., Denver, Colo. 

Gibbs, R. B., Le derle Labs. 

Gallagher, Paul, El Paso, Texas. 

Hutton. J. G., Denver, Colo. 

Hall, H. H., Phoenix, Ariz. 

Heller, F. M., Pueblo, Colo. 

Harris, J. E. J., Albuquerque, New Mexico. 
Horgan, J. C. 

Hannett, J. W., Albuquerque, New Mexico. 
Jackson, GO. E., Los Angeels, Calif. 

Johns, E. W., Albuquerque, New Mexico. 
Johnson, H. B., Hot Springs, New Mexico 
Kent, George B., Denver, Colo. 
Kingsley, M., Albuquerque, N. M. 
Lathrop, A. L., Santa Fe, N. M. 
Lovelace, W., Albuquerque, N. M. 
Lamson, R. W., Los Angeles, Calif. 
Lander, E. W., Roswell, N. M. 
Miles, L. M., Albuquerque, N. M. 
McAlmon, George, El Paso, Texas. 
MacWhorter, J. H., El Paso, Texas 











Multhauf. A. W., El Paso, Texas. 
Minas, V. N., Santa Fe, N. M. 
Monaco, D. F., Gallup, N. M. 
Miller, C. A., Las Cruces, N. M. 
Martin, Wallace, P., Clovis, N. M. 
Morris, J. W., Safford, Arizona. 
MacCormick, D. M., Gallup, N. M. 
Miller, H. O., Clovis, N. M. 
Mendelsolm, R. W., Albuquerque, N. M. 
Nugent, Oscar F., Chicago, Ills. 
Newquist, W. N., Chicago, Ills. 
Orndorff, B. H., Chicago, Ills. 
Owens, R. W., Salt Lake City, Utah. 
Palmer, E. Payne, Phoenix, Arizona. 


Palmer, E. Payne, jr., Phoenix, Arizona. 


Pangman, John, El Paso, Texas. 
Phelan, Pat., Gallup, N. M. 

Ponsma, R. H., Rehoboth, N. M. 
Pond, Ashley, Taos, N. M. 
Patterson, E. A., Albuquerque, N. M. 
Potter, Samuel B., Pueblo, Colo. 
Paup, M. K., Kingman, Arizona. 
Rennick, Charles F., El Paso, Texas. 
Robinson, W. B., Phoenix, Arizona. 
Rowe, Lyman, Phoenix, Arizona. 
Rolla, D. 

Riley, R. M., Albuquerque, N. M. 
Rosenbaum, M., Albuquerque, N. M. 
Salsbury, C. G.. Ganado, N. M. 
Spinning, W. D., Ganado, N. M. 
Stuck, Ralph M., Denver, Colo. 
Spearman, M. P., El Paso, Texas. 
Smith, J. F., Gallup, N. M. 

Safford, H. T., El Paso, Texas. 
Stofer, J. W., Gallup, N. M. 

Stone, C. S., Hobbs, N M. 
Schmutzler, Chris, Jr., Denver, Colo 
Slater, L. S., Los Angeles, Calif. 
Scott, T. C., Lederle Labs. 

Turner, E. W. 

Turner, George, El Paso, Texas. 
Tbompson, Harold, Los Angeles, Calif. 
Travers, P. L., Gallup, N. M. 
Thomas, C. A., Tucson, Arizona. 
Thompson, L. A., Springer, N. M. 
Voorhees, L. G., Santa Fe, N. M 
Ward, E. L., Santa Fe, N. M. 
Watson, H. T., Gallup, N. M. 
Williams, D. B, Santa Fe, N. M. 
Werley, G., El Paso, Texas. 

Wylder, M. K., Albuquerque, N M 
Wright, M. G., Winslow, N. M. 
West, Howard F., Los Angeles, Calif. 
Womack, C. L., Carlsbad, N. M. 
Worthington, H. M., Roswell, N. M. 
Werner, Walter I., Albuquerque, N. M. 
Woolston, W. H., Albuquerque, N. M 
Watts, R. E., Silver City, N. M. 
Whitted, W. P., Gallup, N. M. 
Yeager, V. 


LADIES REGISTERED 


Austin, Mrs. Frank H., Carlsbad, N. M. 
Anthony, Mrs. W. D., Gallup, N. M. 
Brown, Mrs. R. O., Santa Fe, N. M. 
Beaver, Mrs. E. B., Gallup, N. M. 
Burnett, Mrs. A. L., Durango, Colo. 
Bouba, Mrs. H. H., Gallup, N. M. 
Culpepper, Mrs. M. B., Carlsbad, N. M 
Corr, Mrs. Philip, Riverside, Calif. 
Cantrell. Mrs. W. B., Gallup, N. M. 
Donlin, Mrs. V. G, Albuquerque, N. M 
Elliott, Mrs., Durango, Colo. 

Glasier, Mrs. W. F., Carlsbad, N. M. 
Goubeaud, Mrs. H. J., Brooklyn, N. Y. 
Gallagher, Mrs. Paul, El Paso, Texas. 
Gibb, Mrs. R. B., Albuquerque, N. M. 
Hall, Mrs. H. H., Phoenix, Arizona. 
Hannett, Mrs. J. W., Albuquerque, N. M. 
Johnson, Mrs. H. B., Hot Springs, N. M 
Lander, Mrs. E. W., Roswell, N. M. 
Lathrop, Mrs. A. S., Santa Fe, N. M. 
Minas, Mrs. V. N., Santa Fe, N M 
Miles, Mrs. Lee M., Albuquerque, N. M. 
Monaco, Mrs. D. I., Gallup, N. M 
McComack, Mrs. D. M., Gallup, N. M. 
Nugent, Mrs. O. B., Chicago, Ills. 
Pousma, Mrs. R. H., Rehoboth, N. M. 
Palmer, Mrs. E. Payne, Phoenix, Arizona. 
Stofer, Mrs. J. W., Gallup, N. M. 
Schmutzler, Mrs. Chris, Denver, Colo. 
Salsbury, Mrs. C. G., Granada, N. M 
Thomas, Mrs. C. A., Tucson, Arizona. 
Thompson, Mrs. L. A., Springer, N. M. 
Turner, Mrs. George, El Paso, Texas. 
Travers, Mrs. P. L., Gallup, N. M. 
Voorhees, Mrs. L. G., Santa Fe, N. M. 
Worthington, Mrs. W. N., Roswell, N. M. 
Wright, Mrs. M. G., Winslow, Arizona. 
West, Mrs. Howard, Los Angeles, Calif 
Watson, Mrs. H. T., Gallup, N. M. 
Williams, Mrs. D. B., Santa Fe, N. M. 
Whitted, Mrs. W. P., Gallup, N. M. 
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June 13, 1939 
El Paso City-County Hospital 
DR. L. M. SMITH, Presiding. 


CASE I. 

Dr. R. P. Hughes: This man (A. H.), 22 years 
old, has a mole here on the right side of the nose 
which he thinks has been there for 18 years. He 
says it has been growing more recently. Two or 
three weeks ago he developed a little infection, 
probably underneath the mole, from which there 
was some pustular discharge. It seems now that 
there is a little cystic area underneath there. The 
problem here is one of accurate diagnosis and rec- 
ommendation as to treatment, whether it should 
be widely excised or destroyed like most of these 
moles are. There seems to be some definite pig- 
ment in the outer layer that does not disappear on 
pressure, and it does not seem to be a vascular type 
of discoloration such as you get in a vascular nevus. 

Dr. W. W. Waite: You might as well remove it 
locally, with a small amount of tissue, as to take a 
large amount, because if the growth is malignant 
the malignancy has already metastasized and you 
can’t do it any good. 

Dr. J. W. Cathcart: I would favor using novo- 
caine and dissecting it, and I think you get the nic- 
est scars if you give one radiation afterward. I do 
not regard this as malignant. (In reply to a ques- 
tion.) Dissect with high frequency. 

Dr. Louis F. Hamilton: Since I am probably go- 
ing to be the one to take it out, I would like to take 
out a piece about the size of a dime and put ina 
skin graft from behind the ear. 

Dr. Leslie M. Smith: The ordinary brownish 
mole is not dangerous unless subjected to irritation, 
but these blue-black pigmented moles are definite- 
ly more dangerous. I think it should be either left 
entirely alone or fairly widely destroyed. Like Dr. 
Cathcart, I think this thing is benign at present, 
but it has possibilities of malignant degeneration. 
As far as taking out a small piece, the tampering 
with it and incomplete removal might cause malig- 
nancy. These nevus cells have been found a con- 
siderable distance out further than the visible pig- 
ment. I think that if it is destroyed at all it should 
be fairly widely destroyed. It is not where it is like- 
ly to be irritated much, and I think it would be 
well to leave it alone except for the fact that it has 
been inflamed and irritated recently. 

Dr. Cathcart: The cosmetic effects following 
wide removal should also be considered. 

Dr. Smith: I think so, too, but that is secondary. 
I think you could widely excise and suture and get 
a pretty good result. Even at that, I think a fair- 
ly wide excision—not a great big destruction, but a 
little distance beyond the visible edge of the thing 
—with coagulation, would give a pretty good cos- 
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metic result. If the scar should be a little hypertro- 
phic some X-ray would benefit it. If it were my nose 
and had been inflamed recently I would want the 
growth radically destroyed, regardless of the scar. 

Dr. Hughes: Some recommend radium before 
and after excision. 

Dr. Smith: I think that’s all right, except that 
these things are not very radio-sensitive. 

Dr. Hamilton: What is the objection to widely 
excising and putting in a skin graft? 

Dr. Russell Holt: The cosmetic effect. 

Dr. Smith: Personally, I prefer to leave them 
wide open to granulate where I can watch them. 

Dr. Cathcart: That thing is not skin deep; it is 
just on the surface. I think you have a little seba- 
ceous-gland infection underneath it, and that is 
likely to recur. 

Dr. Smith: You get a chronic inflammation like 
that, which is certainly not a good condition. I 
think it should be destroyed, by electro-desiccation 
—either destroyed thoroughly or left alone entirely. 

CASE II. 

Dr. Hughes: This man, 66 years old, has what is 
apparently a basal-cell epithelioma of the right 
side of the scalp. He was seen here at the clinic in 
1933, at which time he had a lesion there about the 
size of a 25 cent piece, and he was referred for 
X-ray at that time. He received his first treatment 
with X-ray in August of 1933. Then he did not 
show up any more until September 25 (about a 
month later), when he received his second treat- 
ment. Then no more was heard from him until two 
years later. He said that following the second treat- 
ment it got a great deal better and he thought it 
was going to get well. At this time he had a lesion 
in the edge of the scar. He was started on X-ray 
again and received a treatment at that time, in 
September, 1935 ;another one the latter part of the 
same month, then no more until December, 1935, 
and another one in the same month. He has had a 
total of about 3600 r. units. Some of it has been 
filtered and some unfiltered. But they were scat- 
tered out over a period of about two years and a 
half. He had not had any treatment since Decem- 
ber of 1935, until last week, when we gave him a 
treatment of 600 h. units. There was a period of 
about three years and a half in which he had no 
treatment, and it has been continuously growing all 
that time and he has been treating it with home 
remedies. Biopsy at the time he was in before 
showed a basal-cell epithelioma, and biopsy this 
last time still showed basal-cell epithelioma. We 
have made a plate of the skull to see if there is 
any bone involvement. There is none. 

Dr. Cathcart: This case is typical of a large 
number of these basal-cell epitheliomas that you 
encounter around the face and forehead and in that 
region. They are radio-sensitive; they heal up and 
then after a year or two years they begin to break 
out around the margin and you have them back. 
Some of them just simply will not stay healed. 
You think you have them all healed up, and then 
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you get a breaking-down at one of the borders. 
They never cause any trouble as long as they re- 
main basal, but they do frequently degenerate into 
a squamous-cell type, and then is when your trou- 
ble starts. The thing to do is get them cleaned up, 
and perhaps the borders should be burned. 

Dr. L. O. Dutton: I would like to emphasize 
Dr. Cathcart’s suggestion about it degenerating 
into a squamous-cell. You have to watch them very 
closely. 

Dr. R. B. Homan, Jr.: Will someone give a dif- 
ferential diagnosis? What other things might have 
been thought of when it was first seen? 

Dr. Smith: There aren’t many other things that 
it could have been thought. 

Dr. Hughes: One fairly typical thing about these 
is that almost all of them have a rolled edge. 

Dr. Smith: You would have to consider gumma; 
and you have to do a biopsy to tell the difference. 
Of course, it has a sharp border, like a broken-down 
gumma, but it is a neoplasm. The first thing to 
think of would be an epithelioma, but you would 
have to back this up by biopsy. This patient was 
very irregular about his treatment. The idea we 
have now is to give him thorough irradiation. 

Dr. Waite: There are no bone changes in the 
X-ray of the skull. (X-rays were shown.) 

Dr. Cathcart: I would recommend curetting and 
cauterizing that border, that is, destroy the border 
first. Basal-cell does not require much radiation, 
and I think the cauterization will do more good. 

Dr. Smith: Originally the thing was quite radio- 
sensitive, but he did not get enough of it because 
he did not show up. It may be less radio-sensitive 
now. 

Dr. Hughes: In case it is radio-resistant now 
and does not respond to a reasonable amount of 
X-ray, what do you think of just excising it wide 
of the margin with the electro-cautery current? 

Dr. Cathcart: Yes, and curette it away, too. 

CASE ITI. 

Dr. Glasier: This girl, 23 years old, came in 
first in October of 1935, with a history of swelling 
and tenderness in breasts, duration 18 months. 
About 18 months previous she had first noticed a 
small nodular swelling, about the size of a bean, in 
the right breast. This swelling was slightly tender 
and gradually increased in size. After a few months 
the patient noticed a similar swelling in the left 
breast. The swelling and tenderness would increase 
slightly during menstruation. The swelling at time 
of admission to hospital were about the size of a 
walnut. The patient was unmarried, a beauty op- 
erator by trade. Physical examination at time of 
admittance revealed nothing abnormal except the 
firm nodule about the size of a walnut in the up- 
per part of each breast, freely moveable and tender. 

On October 18, 1935, 2 days after admittance, 
the patient was taken to the operating room, and 
after the usual preparation of the skin an incision 
about four inches in length was made over the outer 
border of the left breast. The mamary fat was 
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pushed aside, and hard, fibrosed tissue could be felt 
below this fat. Strands of this fibrous tissue radi- 
ated in every direction within the gland and to- 
ward the nipple. About one ounce of this fibrous 
tissue was dissected from the breast. The whole 
amount was not removed because of the extensive 
involvement of the breast and the desire for patho- 
logical diagnosis before further procedure. The 
deep tissues were approximated with catgut, the 
skin closed with dermal sutures, and a drain left 
in. The laboratory on microscopic examination 
made a diagnosis of adenofibroma. 


In November of 1935 Dr. Gambrell did a left 
mammectomy and excised the fibroma of the right 
breast. 

She came into the hospital again in August of 
1936 with a history of mass in the right breast for 
about two months. Physical examination revealed 
a small mass in the right breast about the size of 
a walnut, which was removed by Dr. Holt in Aug- 
ust 20, 1936. 

This patient now returns to the clinic with a re- 
currence of the mass in the right breast, and wants 
the breast removed. There is no pain or itching. 
All other systems are negative. X-ray of chest neg- 
ative. No history of soreness or tenderness at men- 
strual periods, and no history of trauma at any 
time. 

She says now that she wants the breast removed; 
she does not want the nodule taken out as she 
thinks it will recur. (In answer to a question.) The 
complete removal of the left breast was done be- 
cause there were about three nodules in there, al- 
most covering the entire breast. 

Dr. Holt: The tumor now is large, about the 
size of a lemon, freely movable, not attached to the 
skin, nor does it seem to be attached to the other 
breast tissue. My impression is that of adenofibro- 
ma, and I see no reason for taking the breast off. 
I think a biopsy should be done. 

Dr. R. B. Homan, Jr.: It keeps recurring. This 
is the third one in that breast. The girl says she 
wants it off, because she thinks it will recur again. 
I think it is not malignant, but I think she might 
as well have it removed. 

Dr. Green: I think it is an adenofibroma. I see 
no reason for removing the whole breast. 

Dr. Cathcart: I'll tell you what they are doing 
at Memorial Hospital: On all these breast cases, 
that is, on all tumors of the breast, they do an as- 
piration biopsy with a 17-gauge needle. This wom- 
an is now 23 years old. Most of these cases develop 
before that age. This is not a recurrence that she 
has, but a new tumor. I think she has about reach- 
ed the stage where she won’t have any more of 
them. In other words, the chance of developing 
new tumors is less now than it was four years ago. 
At Memorial they ran over 7,000 biopsies with the 
needle and they tell me that they are 75% accurate. 

Dr. Waite: You can guess that close. 

Dr. Cathcart: I do not think so. They don’t 
consider a negative as of any value. They go ahead 
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then and treat with irradiation, or surgery, or what- 
ever they think the patient needs and wants. 

Dr. Green: In many cases, even where we have a 
pretty large section of tissue, as in biopsies of the 
cervix, the laboratory reports nothing found, when 
later operation discloses pathology, and I can’t see 
how they can tell much from the little bit of tissue 
they can get with a needie. 

Dr. Smith: How often does adenofibroma be- 
come carcinomatous? 

Dr. Waite: Not very often. 

Dr. Cathcart: Not at her age, as a rule. 

(An opinion was asked for as to whether or not 
the breast should be removed.) 

Dr. Cathcart: I think that is a part of her endo- 
crine system and should be left. 

Dr. Branch: She will get married some day and 
have a child, and if so it may mean the life of the 
child to have it breast-fed. 

Dr. Newman: I rather agree with Dr. Bob Ho- 
man, in view of the trouble she has had in the past. 
I do not think this breast would have much milk 
supply on account of the scars. I would be in favor 
of removal. 

Dr. Dutton: I feel like Dr. Cathcart, that she has 
probably gone through most of her cycle of form- 
ing new tumors. I see no reason for removal of the 
breast from a strictly medical standpoint. 

Dr. Waite: The breast has already been badly 
mutilated and I do not think it would be very much 
good. 

Dr. Gorman: I would leave the breast and take 
out the mass. 

Dr. Littell: I think she should be observed, and 
perhaps the breast will have to be removed at a 
later time, but for the present just take out the 
tumor. 

Dr. Hamilton: I say take the breast off. 

Dr. Glasier: I agree with Dr. Hamilton. 

Dr. W. W. Britton: There is plenty of time to 
take it off later, if necessary. 





COMMUNICATIONS 


Sir: 

This is to inform you of the new “CANNED 
FOOD REFERENCE MANUAL” which is being sent 
to you, under separate cover to acquaint you with 
the contents. 

Several decades ago, progressive forces within 
the canning industry realized the necessity of a bet- 
ter popular understanding of the nutritive values 
and wholesomeness of commercially canned foods. 
Since that time much educational publicity on 
canned foods has been issued for the benefit of 
the layman consumer. 

Less than five years ago, it was found essential 
to provide more technical information for the pro- 
fessions. Consequently, in 1935, the American Can 
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Company inaugurated its present practice of issu- 
ing each month in the journals serving the medi- 
cal, dental, nursing, dietetic and home economics 
professions, a factual release covering in technical 
vein some phase of canned food knowledge. The 
great demand for some type of publication which 
would bring all these releases together within one 
binding, was met first by publication of “Facts 
About Commercially Canned Foods” in 1936, and 
later by issuance of “Nutritive Aspects of Canned 
Foods” in 1937. The present text has been prepared 
to amplify and extend, rather than to replace, the 
above prior publications. 
Very sincerely yours, 
GEORGE W. COBB, Jr. 


Sir: 

This year the Western Branch of the American 
Public Health Association, representative of the 
eleven western states, the three western provinces 
of Canada and the territories of Alaska and Hawaii, 
will meet in Oakland, California, July 23 to 28. 

A program of outstanding interest, not only to 
public health workers, but to physicians, social 
workers and educators as well, has been prepared. 
Important features will be a health education sym- 
posium and a panel discussion on government and 
medicine. 

Both the advent of the Sixth Pacific Science Con- 
gress, with which group several joint sessions will 
be held, and the Golden Gate International Expo- 
sition on Treasure Island are expected to add great- 
ly to the attendance at this meeting. 

Sincerely yours, 
W. P. SHEPARD, M.D., 








Written examinations for certification by the 
American Board of Internal Medicine will be held 
in various sections of the United States on the third 
Monday in October and the third Monday in Feb- 
ruary. 

Formal application must be received by the Sec- 
retary before August 20, 1939, for the October 16, 
1939, examination, and on or before January 1 for 
the February 19, 1940, examination. 

Application forms may be obtained from Dr. Wil- 
liam S. Middleton, Secretary-Treasurer, 1301 Uni- 
versity Avenue, Madison, Wisconsin. 

The University of Wisconsin Medical School is 
to conduct an Institute for the Consideration of 
the Blood and Blood-Forming Organs, September 
4-6, 1939. The program is to include papers and 
round-table discussions by European and Ameri- 
can workers in the field of hematology. ; 

A detailed program may be obtained by address- 
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ing Dr. Ovid O. Meyer, Chairman of Program Com- 
mittee, University of Wisconsin Medical School, 
Madison, Wisconsin. 

The ninth annual Convention of the Biological 
Photographic Association will be held September 
14-16, at the Mellon Institute for Industrial Re- 
search, Pittsburgh, Pa. The program will be of in- 
terest to scientific photographers, scientists who 
use photography as an aid in their work, teachers 
in the biological fields, technical experts and seri- 
ous amateurs. 

Further information about the Association and 
the Convention may be obtained by writing the 
Secretary of the Biological Photographic Associa- 
tion, University Office, Magee Hospital, Pittsburgh, 
Pennsylvania. 


The eighteenth annual session of the American 
Congress of Physical Therapy will be held Septem- 
ber fifth to eighth, 1939, at the Hotel Pennsylvania 
in New York City. An instruction seminar in physi- 
cal therapy for physicians and technicians will pre- 
cede the sessions, beginning August thirtieth. Com- 
plete information may be obtained from the Ameri- 
can Congress of Physical Therapy, 30 North Michi- 
gan Avenue, Chicago, Ill. 


The American Public Health Association recent- 
ly adopted five reports dealing with educational 
qualifications of public health statisticians, school 
health educators, public health engineers, sanitar- 
ians, and sub-professional field personnel in sani- 
tation. The reports are distributed free of charge. 
Copies may be secured from the Book Service, 
American Public Health Association, 50 West 50th 
Street, New York, N. Y. 


A one-reel motion picture entitled “Footsteps,” 
portraying the training of the Red Cross Nurse 
and the work she performs, has been prepared for 
free distribution by the American Red Cross. The 
purpose of the film is to acquaint the public with 
the scope and nature of the activities of the Red 
Cross. The film is available for free loan to church- 
es, colleges, schools, clubs, and other organizations, 
and may be had in standard 35 mm. or 16 mm. size. 
The film may be obtained without cost (except for 
slight transportation charge) by writing to Douglas 
Griesemer, director of public relations, American 
Red Cross, 19 East 47th Street, New York, N. Y. 


A two weeks course in electrocardiography is to 
be given at Michael Reese Hospital, Chicago, Aug- 
ust 21 to September 2, under the direction of Dr. 
Louis N. Katz. Complete information may be ob- 
tained by writing to the Cardiovascular Department 
of the hospital, 29th and Ellis Avenue, Chicago. 


El Paso 
A regular meeting of the Tumor Clinic was held 
Tuesday, June 13, 1939, at 1:00 p. m., at City- 
County Hospital. Dr. Leslie M. Smith presided. 
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Dr. Louis Breck has recently been certified by the 
American Board of Orthopedic Surgery, following 
the session of the examiners during the American 
Medical Association meeting in St. Louis. 





Dr. Domitilo Rodarte, 65, who practiced in El 
Paso and Juarez for 36 years, died May 31, 1939. 
Dr. Rodarte is survived by his widow, Mrs. Anna 
Torres Rodarte; three sons, Dr. Ruben B. Rodarte 
and Delta Ignacio Rodarte of El Paso, and Dr. Jose 
Rodarte of Tempo, Mexico; a daughter, Mrs. Brad- 
ley Roe of El Paso; two brothers, Luis Manuel Ro- 
darte of El Paso and Ignacio Rodarte of Mexico 
City, and a sister, Mrs. Rizeca Torres of Juarez. 
Dr. Rodarte received his medical degree at the Uni- 
versity of Mexico in 1901. 





The regular dinner and Staff meeting of the 
Southwestern General Hospital was held Thursday, 
May 25, 1939, at 6:30 p.m., in the Hospital Audito- 
rium. The Scientific Program was as follows: 

“Exploratory Laparotomy for Obstructive Symp- 
toms,” by Dr. Hal Gambrell; Discussion, Dr. John 
Hardy. 

“Case Report’, Dr. M. S. Molloy; Discussion, Dr. 
D. von Briesen. 





MISCELLANY 


BRANDING AS ILLEGITIMATE 

Henceforth El Paso physicians in childbirth cases 
must note on each birth certificate whether the 
child is legitimate or illegitimate, according to noti- 
fication given by City-County Registrar Powell. 

He has a new supply of forms, containing the 
question of legitimacy, and has requested that doc- 
tors destroy the old forms. 

Although this is a foul requirement, the registrar 
is not to be blamed therefor. He is following a re- 
cent ruling by the attorney general’s department 
that the status of legitimacy of each newly born 
child must be established. 

The ruling may or may not be in conformity with 
law. Whether or no, it is bad public policy: 

s * a + 

No baby should be officially branded, in public 
records, as illegitimate. In no other respect is there 
so appropriate an application of the generally-en- 
dorsed principle that ‘there is no illegitimate child, 
only illegitimate parents.” And to fasten that stig- 
ma in the public records upon a child who is inno- 
cent, no matter what the parents may be, is an‘act 
of cruelty and injustice. 

Furthermore, one wonders how many physicians 
will care to risk the possible legal consequences of 
certifying a child as illegitimate—a certification 
which under some circumstances might be subject 
to challenge in court at some later time. 

For registration purposes it ought to be sufficient 
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for the physician to give the name of the mother, 
omitting the name of the father if the name be un- 
available. In any case of an unmarried mother. the 
physician would be running a legal risk if he 
placed in the birth certificate the name of any man 
the mother cited as the child’s father. 

—El Paso Times. 


THE DOCTOR’S WIFE 

She must not know the meaning of the word 
“jealous.” 

She must never gossip. 

She must run a cafeteria, serving meals at all 
hours for her husband. 

She must be—like Caesar’s wife—above reproach. 

She must have self-reliance and self-control. 

She must be able to think quickly and sanely in 
emergencies. 

She must be a diplomat, see all, hear all, say a 
lot, yet say nothing. 

She must learn to bear, stoically and without 
complaint, disappointment in her personal plans. 

She must be a good mother and father, because 
doctors are often too busy to discipline their own 
children. 

She must be a good “doctor,” because doctors 
never take time to doctor themselves.—Wichita 
Med. Bulletin. 

VOMITING IN INFANCY. 
FREQUENT CAUSES ARE: 

1. Overdistention of the stomach due to swal- 
lowed air. 

2. Too frequent feeding. 

Too large volumes of food. 

Unsuitable composition of the food. 
Parenteral infections. 

Habit of “nervous” vomiting (rumination). 
Gastro-enterospasm. 

Pyloric stenosis. 

9. Miscellaneous abdominal conditions (append- 
icitis, intestinal obstruction, congenital deformities 
of the gastro-intestinal tract). 

10. Anhydremia. 

11. Intracranial conditions. 

12. Toxic states. 


PRA eS © 


—Texr. St. J. Med. 





THE WAGNER BILL 

The Wagner Health Bill was presented before the 
House of Delegates of the American Medical Asso- 
ciation at the recent meeting of this organization. 
Without a dissenting vote the House rejected ap- 
proval of this proposed health act. The reasons for 
condemning the Wagner Bill are so definite, so suc- 
cinct and so well grounded that it will not be amiss 
to review the report adopted by the Reference 
Committee of the House of Delegates. 

Amongst other things it states that this health 
bill does not safeguard in any way the continued 
existence of the private practitioner. These doctors 
have always brought the people the benefits of sci- 
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entific research and treatment. The Bill does not 
provide for the use of the innumerable beds that 
are now available in hospitals of all types. The Bill 
recommends Federal aid for medical care as a rule 
rather than an exception. The Bill definitely does 
not appreciate the fact that proper food, sanitary 
housing and other environmental conditions are 
necessary in order properly to prevent disease. The 
Bill insidiously promotes the development of a com- 
plete system of tax supported Government care. 
Although it does provide compensation for loss of 
income during illness, it proposes also to give com- 
plete medical services in addition to this compensa- 
tion. It provides for supreme Federal control, the 
Federal agents having the authority to approve or 
disapprove of plans suggested by the various states. 
It does not call for any method to determine the 
nature and extent of the needs for preventive med- 
ical services for which it would allot funds. It im- 
plies by innuendo that any unfortunate health con- 
ditions in the United States are the result of un- 
equal standards and irregular methods of medical 
practice. 


These are a few of the reasons that the Refer- 
ence Committee gave for opposition to the Bill. 
They have been quoted almost verbatim. The clos- 
ing paragraphs will be quoted exactly: 

“No other profession and no other group have 
done more for the improvement of public health, 
the prevention of disease, and the care of the sick, 
than have the medical profession and the Ameri- 
can Medical Association. 

“The American Medical Association would fail 
in its public trust if it neglected to express itself 
unmistakably and emphatically regarding any 
threat to the national health and well being. It 
must, therefore, speaking with professional com- 
petence, oppose the Wagner Health Bill.” 

—N. O. Med. & Surg. J. 





CONSERVATION OF VISION 


The following recommendations are suggested by 
the Committee on Conservation of Vision of the 
Indiana State Medical Association: 

1. In the eyes of the new born, immediate instil- 
lation of 1% silver nitrate (beeswax ampules), 1 to 
3 drops without irrigation following. 

2. Treatment of squint or cross eyes as early as 
possible, preferably as early as three years of age. 

3. Examination of all school children for visual 
defects and immediate treatment for all defects 
found. 

4. Early detection and treatment for congenital 
and acquired syphilitic eye cases. 

5. Examination and supplying of necessary glass- 
es to the medical indigent school children. 

6. Encourage visual tests on preschool children. 
Examination of vision with every general physical 
examination. 

7. Early recognition and treatment of trachoma. 
(15% of the total blindness in the state of Indiana 
is caused by trachoma.) 
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8. Children with corrected vision between 20/70 
and 20/200 should be in sight saving classes. 
9. All school children with congested eyes should 
be referred to an oculist when vossible. 
—J. Ind. St. Med. Assoc. 





DIRECTORIES AGAIN 


The directory racket has again appeared in Ark- 
ansas. This time the worn-out theme is embellished 
with a fee schedule which the honored physician is 
asked to sign. The Journal again calls attention to 
the fact that these directories but serve to profit 
the promoters as investigation shows that insurance 
companies place no faith in them when making ap- 
pointments. That these schemes can persist is ac- 
knowledgment of the fraility of the medical profes- 
sion. Were all physicians to immediately consign 
such sales talks to the waste basket, the racket 


‘would fold up over night. By action of the House 


of Delegates of the American Medical Association 
on a resolution introduced by the Arkansas Medical 
Society in 1936, participation in these directories 
was declared unethical practice. Members are urged 
to abide by the ethics and, at the same time, save 
those five and ten-dollar payments for better use. 


—J. Ark. Med. Soc. 





FIFTY YEARS OF MEDICINE 


I have no complaint to make. Life has been full. 
I have had my moments of joy and elation and my 
hours of defeat. The joy of announcing the birth 
of one’s first-born; the anxiety of ministering to 
those seriously ill or only infirm; the deep joy of 
watching the recovery of a mother, father or child 
whose life was in the balance; the sadness, pathos, 
and need for sympathy when death comes, for hold- 
ing the tired hands and closing the eyelids in eter- 
nal sleep—all these experiences and emotions come 
to the family physician who is confidant, friend 
and counsellor, and at times also priest. 


My children are about me and I can gather my 
grandchildren about my knees. It is a great happi- 
ness to meet daily people that I know and love. 
There is one family in this city that I have min- 
istered to for five generations, and what a joy it 
is to see daily parents and children that I helped 
into the world. 

Please God, I can still work, though not so stren- 
uously as formerly; and when, in the eventide of 
life, I shall be gathered to my fathers, may I have 
a part with Abou Ben Adhem, who asked for him- 
self: “Write me as one who loved his fellow man’’. 
When the last visit shall have been made, the last 
office appointment kept, the last prescription writ- 
ten; when at eventide the voices are low and the 
lights dim, may the comforting and assuring pres- 
ence of the Great Physician be mine and may it 
be my portion to be— 

“Like one that wraps the drapery of his couch 

About him and lies down to pleasant dreams,” 
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to be awakened on the other shore by loved ones 
gone before, with a bright, “Good-morning.” 
—Cobb: So. Med. and Surg. 





LIFE EXPECTANCY 

Babies born in 1938 have a 62-year lease on life. 

The total “life expectancy at birth” for the Uni- 
ted States last year, according to computations 
based on certain estimated factors released recently 
by the United States Public Health Service, was 
62 years. This figure compares with an expectancy 
of 60.26 in 1931 and 60.9 as estimated for 1937. 

While still somewhat below the biblical promise 
of “three score and ten,” the life expectancy now 
is almost twice as great as it was 100 years azo. 
For the 7 years since 1931 a gain in expectancy of 
1.74 years is indicated, while a gain of 1.1 years is 
shown in 1938 over 1937. 

The expectation of life at birth, it is explained, 
“is the average age at death of a hypothetical group 
of persons, each of whom is subject to the same age 
specific mortality rates throughout his lifetime.”— 
Jo. F. M. A. 





RUPTURE OF SYMPHISIS PUBIS DURING 
LABOR 

Patient, aged twenty-nine. A previous pregnancy 
eight years before resulted in normal labor. The 
child was reported to weigh eleven pounds. During 
this pregnancy internal pelvis measurements were 
not taken, since the patient came to the office only 
a few weeks previous to expected date of confine- 
ment. The blood pressure and urine were normal. 
The patient weighed 205 pounds, measured five 
feet, seven inches. She had gone two weeks past the 
expected time of confinement. The onset of labor 
was spontaneous and lasted two hours. The pains 
were strong and she insisted on bearing down with 
them. At the time the shoulders were delivered 
there was a dull cracking sound. After delivery 
examination of the perineum revealed a first de- 
gree laceration. The next day the patient com- 
plained of pain in the region of the symphysis and 
difficulty in moving the legs. The legs were everted 
and abducted. The chief complaint was of difficulty 
and pain when attempting to move the legs or to 
turn over in bed. A six inch Ace-bandage was used 
to encircle the pelvis, which gave considerable sup- 
port. After two weeks in bed the patient insisted on 
getting up. The walking was of the typical ‘duck 
waddle” type. The pubic bone moved considerably 
with movement of the legs. The crepitus was easily 
demonstrated. The pubic bones became fixed at 
about four and one-half weeks and the patient was 
completely symptomless in eight weeks. 

—Jo. Kansas Med. Soc. 





BOOK NOTES 





WHAT IT MEANS TO BE A DOCTOR, Dwight Anderson, Pp. 
87. Cloth. Public Relations Bureau, Medical Society of the 
State of New York, N. Y. 1939. 


This is one of the most interesting little volumes 
it has been our pleasure to come across in our 
browsings through the printed word. The statement 
is made that ‘“Mcst people know what it means to 
be a patient. Few stop to consider what it means 
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to be a doctor.” So the book goes on to follow “the 
doctor from his childhood, his boyhood, through 
college, medical school, hospital training and prac- 
tice.” A few steps are taken “with him into the 
precincts of his medical societies and scientific or- 
ganizations.” 

The book is written primarily for the education 
of the laiety. There is a thread of a narrative con- 
cerning the progress of a young man along the 
road to the attainment of an honorable place as a 
practitioner of medicine: The steps he takes are 
quite familiar to all men of medicine, but not so 
well understood by the general public. In pub- 
licizing the typical career of a young man entering 
medicine the book may well serve to tell the laiety 
a great deal about their family physician that they 
have not heretofore known. It is a well conceived, 
well written piece of work. The volume closes on 
an interesting key note; ‘as we come to understand 
him better, of one thing we are increasingly aware: 
that what happens to the doctor also determines 
what happens to the patient. Their interests are 
the same.’’—M. P. S. 





SYPHILIS AND ITS ACCOMPLICES IN MISCHIEF: SOCIETY, 
THE STATE AND THE PHYSICIAN, by George M. Katsainos, 
M. D. Pp. 676. Paper. $5.00, published by the author, Athens, 
Greece. 1939. 


This is a most difficult book to review. It is a 
verbose mixture of fact and fancy. The lines are 
so poorly drawn between presentation of scientific 
facts and philosophical flights into the outer un- 
known that it is a hard task to decide in a short 
review the ultimate merit of the work. It would 
have been better if syphilis had to be discussed in 
two modes at variance with one another to have is- 
sued two separate volumes, one dealing with sci- 
entific aspects of the disease and the other with 
the sociological. As a text book on syphilis this 
work cannot be recommended. There is, however, 
much of interest from a speculative standpoint 
contained therein. In view of the leading position 
occupied by American syphilographers, omission of 
credit for their work constitutes a very serious 
shortcoming in the book. Finally, one views with 
amazement some of the rather bizarre statements 
contained in the volume and is duty bound to point 
out that in writing books, as on making appear- 
ances on the witness stand, brevity, clarity and 
complete veracity of statement are the high es- 
sence of quality.—M. P. S. 





ENDOCRINOLOGY IN MODERN PRACTICE (Second Edition). 
By William Wolf, M.D., M.S., Ph.D., Endocrinologist to the 
French Hospital, Attending Endocrinologist, Misericordia Hos- 
pital, New York City; Consulting Endocrinologist, New York 
University Dental School. Second Edition, Completely Revised. 
1077 pages with 176 illustrations. Philadelphia and London: W. 
B. Saunders Company, 1939. Cloth, $10.00 net. 


This second edition is quite an excellent revision 
of the first. It follows the general outline of the 
first edition. It has an excellent chapter on Prota- 
mine Zinc Insulin and the change in the care of the 
diabetic. Hypoglycemic states, diagnosis, and caus- 
es are also considered. 
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Diagnosis of menstrual difficulties by Suction Bi- 
opsy of the endometrium is also considered. He 
likewise discusses the role of the Autonomic nervous 
system in its hormonal and non-hormonal influenc- 
es. The vitamins and their tremendously increased 
role in the body is also brought out. There is a very 
good chapter on interpretation of laboratory find- 
ings, and an excellent section in the back on Tests 
for Endocrinopathies. Tests for Endocrinopathies 
is a most useful chapter as it aids greatly in pick- 
ing up the chief features on a laboratory basis that 
one should look for in an endocrinopathy. 

A chapter on Symptom Diagnosis is also included 
for simple references by page to the place where 
this topic is most readily discussed. 

The thirty-first chapter takes up in a very brief, 
but sufficiently adequate manner, the more recent 
laboratory procedures for the determination of such 
blood chemistries as the serum phosphatase, Cal- 
cium, Phosphorus, Diffusible Calcium, Blood Iodine, 
Potassium Tolerance Test, Blood Estrin, as well as 
several of the Sex Hormones in Urine. 

The final chapter is devoted to a list of the out- 
standing endocrine preparations and the names of 
the companies who prepare the same. 

The text is much the same as the first though 
a little fuller by reason of more recent discoveries. 
Pictures illustrate the book quite adequately. 

Each gland of internal secretion is considered 
under a heading of Anatomy, Biology, Physiology, 
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and Chemistry. Also relationship to other glands 
and diseases of the gland, and under diseases, Hy- 
pofunction and Hyperfunction are considered while 
at the end of each chapter is a summary of these 
headings. 

This is in reality an excellent text book and ref- 
erence book for the busy physician. With a very 
little attention to the form in which the book is 
put up, one can quickly determine what one needs 
to know in the case of any given situation which 
presents itself to him. 

I should say that the outstanding lack in the 
book is a bibliography, but doubtless if this had 
been included, it would have been too large in its 
present form to be included in a single book. All in 
all it is an excellent text book and reference book 
though lacking in bibliography.—J. M. R. 





Horace Wendell Soper 
1939. 


CLINICAL GASTRO-ENTEROLOGY: 
Price, $6.00. St. Louis, C. V. Mosby Co. 
The author states in the preface to this volume. 
“A clear concept of physiologic standards will aid 
in diagnosis and simplify therapy. While we strive 
to adhere to these standards, we must yet ‘follow 


,” 


where the lamp of empiricism leads the way’. 

With this thought as a theme we find the con- 
tents of this work devoted primarily to points of 
diagnosis and treatment. The chapter on peptic 
ulcer is devoted entirely to treatment, however, in 
chapter eleven on “The Colon and Constipation”, 
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special attention is accorded both anatomic and 
physiologic factors. 

Throughout this volume we find a definite ex- 
pression of the author’s personal experience. The 
subject matter on diagnosis is well illustrated by the 
inclusion of 212 roentgenographs. 

Ample reference to the literature is recorded in 
an alphabetical bibliography which affords the 
reader an opportunity for a more detailed study in 
this extensive field —J. J. G. 





CANCER HANDBOOK OF THE TUMOR CLINIC, STANFORD 
UNIVERSITY SCHOOL OF MEDICINE Edited by Eric L Li- 
jencrantz, M.D., Chief of the Tumor Clinic. 114 pages, 50 il- 
lustrations Price, $3.00. Stanford University Press, California. 
1939 


This small book contains a wealth of information, 
and yet the material can be read and digested in a 
short time. The illustrations are numerous and of 
excellent quality. It is an excellent work for the 
general physician, and for the various specialists 
who are interested in cancer, but who do not require 
the larger and more detailed works on that subject. 
There is a brief but very practical section on the 
principles of radiation therapy, reactions, and the 
relative radio-sensitivity of various normal and neo- 
plastic tissues. This is followed by sections on 
malignant disease involving different regions and 
structures of the body. The book gives a practical 
working knowledge of cancer which will be of much 
benefit to the practitioner in the recognition of 
cancer, and in determining the proper treatment 
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for the case. Besides it will serve as a reliable, brief 
reference book for many specialists. There is a 
real need for such small but comprehensive texts 
for the busy physician who must read between pa- 
tients.—L. M. S. 





TREATMENT IN GENERAL PRACTICE: The Management 
of Some Major Medical Disorders. Little, Brown & Company. 
Boston. 1939. Two volumes. 


This collection of articles was first published by 
Little, Brown & Company in March, 1936. It was 
reprinted in 1937, a second edition was published in 
1936, and another reprint in 1939. The entire two 
volumes is made up of reprints from British Medi- 
cal Journals, from which they took articles treating 
with the subjects they desired to discuss. 

The first volume deals with the treatment of 
acute infectious diseases and cardio-vascular dis- 
eases. The second volume takes up chronic condi- 
tions, dealing with the nervous system, diseases of 
the blood and blood-forming organisms, kidneys, 
metabolism, and rheumatism. In order to keep the 
series practical for reference work and to make the 
volumes available and useful in teaching, each sub- 
ject is treated very cleanly and clearly, almost to 
the point of dogmatism. Some of the subjects are 
not taken up as completely as authors in the United 
States are endeavoring to treat them. On the other 
hand, others are handled much more elaborately 
than is customary. 

The chapters on heart disease are of special value 
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for reference work. The articles dealing with pep- 
tic ulcers and gastric bleeding and acute and 
chronic gastritis and colitis are handled excellently. 

These two volumes may be wholeheartedly rec- 
ommended as an invaluable addition to any physi- 
cian’s library.—R. H. H. 





STANDARD BODY PARTS ADJUSTMENT GUIDE, Copyright- 
ed, 1939. Traumatic Injuries, Medical Fees, Evaluations; In- 
surance Statistical Service of North America; Chicago, U.S.A.: 
$8,00, including ten years revision service. 


The designers state the purpose of the book is “to 
detail the nature and background of an industrial 
injury, or an occupational disease, so that persons 
called upon to deal with them could accurately ap- 
praise their significance.” 

The volume is loose-leaf of perhaps 150 pages di- 
vided into eight sections presenting the general 
make-up of the body, medical fees as they prevail 
generally in the U. S., Dental Fees, the likely results 
of trauma to the body, occupational diseases, evalu- 
ation of disabilities, compensation, and medical 
terminology. 

The language used is primarily for the layman 
but there is much in the book that might be im- 
portant to the physician, especially in regard to the 
varying laws of the different states concerning in- 
dustrial accidents and diseases. 

Physicians doing much industrial work will find 
this a handy reference.—O. H. B. 
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DISEASES OF THE CORONARY ARTERIES AND CARDIAC 
PAIN: Edited by Robert L. Levy, M.D., Professor of Clinical 
Medicine, College of Physicians and Surgeons, Columbia Uni- 
versity; Associate Visiting Physician and Cardiologist, Presby- 
terian Hospital, New York City; Advisory Editorial Committee: 
Alfred E. Cohn, James B. Herrick, Carl J. Wiggers: Contrib- 
utors: Claude S. Beck, Herrman L. Blumegart, Alfred E. Cohn, 
Lois I. Dublin, James B. Herrick, William J. Kerr, Robert L. 
Levy, Fred M. Smith, William C. Von Glahn, Joseph T. Wearn, 
James C. White. Paul D. White, Carl J. Wiggers, and Frank 
N. Wilson. New York: The MacMillan Company; 1936. 

Coronary artery disease is being consistently rec- 
ognized and treated by physicians generally, that 
such a work as this should have wide appeal. Every 
effort has been made to assemble all the facts up- 
on this subject between two covers and it would 
seem from a fairly careful reading that such has 
been accomplished. While the names of the con- 
tributors may not be familiar to most of the physi- 
cians who may read this review, the institutions 
with which the contributors are connected give as- 
surance of the reliability of their work. 

Beck is with Western Reserve, Blumgart with 
Harvard, Cohn with Rockefeller Institute, Dublin 
with Metropolitan Life Insurance Company, Her- 
rick with Rush, Kerr with California University, 
Levy with Columbia, Smith with Iowa, Von Glahn 
with Columbia, Wearn with Western Reserve, James 
White with Harvard, Paul White with Harvard, 
Wiggers with Western Reserve and Wilson is with 
University of Michigan. 


The book is divided into five parts dealing with 
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special attention is accorded both anatomic and 
physiologic factors. 

Throughout this volume we find a definite ex- 
pression of the author’s personal experience. The 
subject matter on diagnosis is well illustrated by the 
inclusion of 212 roentgenographs. 

Ample reference to the literature is recorded in 
an alphabetical bibliography which affords the 
reader an opportunity for a more detailed study in 
this extensive field —J. J. G. 
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UNIVERSITY SCHOOL OF MEDICINE Edited by Eric L Li- 
jencrantz, M.D., Chief of the Tumor Clinic. 114 pages, 50 il- 
lustrations Price, $3.00. Stanford University Press, California. 
1939. 


This small book contains a wealth of information, 
and yet the material can be read and digested in a 
short time. The illustrations are numerous and of 
excellent quality. It is an excellent work for the 
general physician, and for the various specialists 
who are interested in cancer, but who do not require 
the larger and more detailed works on that subject. 
There is a brief but very practical section on the 
principles of radiation therapy, reactions, and the 
relative radio-sensitivity of various normal and neo- 
plastic tissues. This is followed by sections on 
malignant disease involving different regions and 
structures of the body. The book gives a practical 
working knowledge of cancer which will be of much 
benefit to the practitioner in the recognition of 
cancer, and in determining the proper treatment 
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for the case. Besides it will serve as a reliable, brief 
reference book for many specialists. There is a 
real need for such small but comprehensive texts 
for the busy physician who must read between pa- 
tients.—L. M. S. 





TREATMENT IN GENERAL PRACTICE: The Management 
of Some Major Medical Disorders. Little, Brown & Company. 
Boston. 1939. Two volumes. 


This collection of articles was first published by 
Little, Brown & Company in March, 1936. It was 
reprinted in 1937, a second edition was published in 
1936, and another reprint in 1939. The entire two 
volumes is made up of reprints from British Medi- 
cal Journals, from which they took articles treating 
with the subjects they desired to discuss. 


The first volume deals with the treatment of 
acute infectious diseases and cardio-vascular dis- 
eases. The second volume takes up chronic condi- 
tions, dealing with the nervous system, diseases of 
the blood and blood-forming organisms, kidneys, 
metabolism, and rheumatism. In order to keep the 
series practical for reference work and to make the 
volumes available and useful in teaching, each sub- 
ject is treated very cleanly and clearly, almost to 
the point of dogmatism. Some of the subjects are 
not taken up as completely as authors in the United 
States are endeavoring to treat them. On the other 
hand, others are handled much more elaborately 
than is customary. 

The chapters on heart disease are of special value 
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for reference work. The articles dealing with pep- 
tic ulcers and gastric bleeding and acute and 
chronic gastritis and colitis are handled excellently. 

These two volumes may be wholeheartedly rec- 
ommended as an invaluable addition to any physi- 
cian’s library.—R. H. H. 
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ed, 1939. Traumatic Injuries, Medical Fees, Evaluations; In- 
surance Statistical Service of North America; Chicago, U.S.A.: 
$8,00, including ten years revision service. 


The designers state the purpose of the book is “to 
detail the nature and background of an industrial 
injury, or an occupational disease, so that persons 
called upon to deal with them could accurately ap- 
praise their significance.” 

The volume is loose-leaf of perhaps 150 pages di- 
vided into eight sections presenting the general 
make-up of the body, medica] fees as they prevail 
generally in the U. S., Dental Fees, the likely results 
of trauma to the body, occupational diseases, evalu- 
ation of disabilities, compensation, and medical 
terminology. 

The language used is primarily for the layman 
but there is much in the book that might be im- 
portant to the physician, especially in regard to the 
varying laws of the different states concerning in- 
dustrial accidents and diseases. 

Physicians doing much industrial work will find 
this a handy reference.—O. H. B. 
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PAIN: Edited by Robert L. Levy, M.D., Professor of Clinical 
Medicine, College of Physicians and Surgeons, Columbia Uni- 
versity; Associate Visiting Physician and Cardiologist, Presby- 
terian Hospital, New York City; Advisory Editorial Committee: 
Alfred E. Cohn, James B. Herrick, Carl J. Wiggers: Contrib- 
utors: Claude S. Beck, Herrman L. Blumegart, Alfred E. Cohn, 
Lois I. Dublin, James B. Herrick, William J. Kerr, Robert L. 
Levy, Fred M. Smith, William C. Von Glahn, Joseph T. Wearn, 
James C. White. Paul D. White, Carl J. Wiggers, and Frank 
N. Wilson. New York: The MacMillan Company; 1936. 

Coronary artery disease is being consistently rec- 
ognized and treated by physicians generally, that 
such a work as this should have wide appeal. Every 
effort has been made to assemble all the facts up- 
on this subject between two covers and it would 
seem from a fairly careful reading that such has 
been accomplished. While the names of the con- 
tributors may not be familiar to most of the physi- 
cians who may read this review, the institutions 
with which the contributors are connected give as- 
surance of the reliability of their work. 

Beck is with Western Reserve, Blumgart with 
Harvard, Cohn with Rockefeller Institute, Dublin 
with Metropolitan Life Insurance Company, Her- 
rick with Rush, Kerr with California University, 
Levy with Columbia, Smith with Iowa, Von Glahn 
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coronary circulation, cardiac pain, clinical features, 
treatment and surgical treatment. There are 17 
chapters. 

Physicians generally will wish to have the latest 
data on this subject, the better to treat their pa- 
tients and especially to help guard themselves 
against falling victims to coronary disease.—O. H. B. 


CLINICAL BIOCHEMISTRY: By Abraham Cantarow, M.D., 
Associate Professor of Medicine, Jefferson Medical College; Bio- 
chemist, Jefferson Hospital; and Max Trumper, Ph. D., Clinical 
Chemist and Toxicologist; formerly in charge of the Labora- 
tories of Biochemistry of the Jefferson Medical College and 
Hospital. With a foreword by Hobart A. Reimann, M.D., Pro- 
fessor of Medicine, Jefferson Medical College. Second Edition, 
Revised. 666 pages. Philadelphia and London: W. B. Saunders 
Company, 1939. Cloth, $6.00 net. 


The first edition of this invaluable book was pub- 
lished in 1932 under the title of “BIOCHEMISTRY 
IN INTERNAL MEDICINE.” Because of the many 
advances and discoveries in laboratory methods and 
in their clinical application, a revision was neces- 
sary. The authors felt that a change in title was 
advisable. There are new chapters or sections on 
carbohydrate metabolism, water balance, iron, mag- 
nesium. iodine and potassium metabolism, uremia, 
and serum phosphatase activity, among many other 
subjects which are of interest to the clinician. 

The entire book has been brought up to date. It 
is our impression that the book devotes much space 
to fact and little to theory. 

The chapter on hepatic function is of especial 
interest as the liver has long been the “dark con- 
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tinent” in human physiology. Chapter XXV con- 
sists of an outline of chemical diagnostic features 
of various disorders and is worth much to any 
physician regardless of his specialty. 

The book is a worth-while aid in diagnosis and 
we heartily endorse it to our fellow practitioners.— 
C.D. A. 
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